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FROM AN INTEGRATED APPROACH TO DESIGN: A ‘HOSPITAL FOR LIFE’ (PAGE 34) 


DEPENDABILITY ix the Zimezgency Room... 


Your patients are constantly depending upon your ability, judgment, 
service and your equipment, reason enough why more and more hospitals are 
equipping their emergency rooms with Hausted Easy Lift wheel stretchers. 

The Easy Lift brings you many features which set standards in the emer- 
gency room. This unit offers today’s most complete line of accessories and may 
be equipped to handle any emergency service; all accessories are self-storing 
on the unit and ready for instant use. 

The combined dependability and versatility of the Easy Lift also permits 
the patient, without being transferred, to be taken from receiving through 
emergency and recovery service and then, while on the same unit, be removed 
to bed by one smal! nurse. Only Hausted design gives such tremendous versa- 
tility and mobility for an efficient application. 

The Easy Lift was built with the patient and staff in mind and engineered 

to give the hospital years of dependable service. Why not write today for the 
PLACE PATIENT ON BED SAFELY complete story on the Hausted Easy Lift wheel stretcher? 


Hausted j of MANUFACTURING CO. 


MEDINA, OHIO 


Ear \ PIONEERS AND PRODUCERS OF QUALITY 
PATIENT HANDLING EQUIPMENT 











NOW...FOR A COMPLETE RANGE 
OF SURGICAL PREFERENCES: 


| Msi <¥ 


BROWN “iy 
SURCEONS GLOVES 





Manufactured through a process that permits a thin, sensi- 
tive product—WILSON BROWN MILLED gloves meet all normal 
service requirements in withstanding tension and steriliza- 
tion. Available in color-banded wrist style. 


WILSON 
BROWN LATEX 
SURGEONS’ GLOVES 


” Made from natural latex rubber with quality rigidly controlled 
throughout manufacture—exactly the same as the white latex 
in design. Available with curved fingers in both color-banded 
and rolled-wrist styles. 








WHITE/LATEX 
SURGEONS’ GLOVES 


Made from pure white latex in a controlled single-dip process 
for the thinnest gloves compatible with strength and long 
wear. Naturally curved fingers insure freedom from binding, 
strain and operating fatigue. Now available in color-banded or 
rolled-wrist style, in both regular and ready-for-the-sterilizer 
RAPAK units. 





Every Wilson latex surgeons’ glove is pre-powdered with Bio-Sorb” Dusting Powder. 


ah THE WILSON RUBBER COMPANY - CANTON, OHIO 


A DIVISION OF. BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 





an important new solution 


to the problem of resistant 


staphylococcus infections 
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Vancocin (4 to 8-fold increase) 
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DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VANCOCIN AND PENICILLIN 
Development of resistance to Vancocin has not been demonstrated clinically. It is even difficult 
to “force” development of resistance in laboratory studies. 


® Vancocin is bactericidal in readily 
achieved serum concentrations. 


® Vancocin is effective against anti- 


biotic-resistant pathogens. Cross- 
resistance does not occur. 


Vancocin™ (vancomycin, Lilly) 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 


® Vancocin averts the development 
of antibiotic-resistant organisms. 


Supplied: Only as Vancocin, I.V., 500 


mg.; available in 10-cc. rubber- 
stoppered ampoules. 


Litty 
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An extra-soft rubber glove 


that reduces hand 


fatigue, fits comfortably 


without binding 


Softer than other gloves; stronger and just as thin 


“Less tiring to my hands’’, ‘Doesn't 
restrict my fingers’, ‘. . . almost forgot 
I had gloves on’’, are typical comments 
made by surgeons who are using 
““Surgiderm’’ gloves, developed by 
B.F.Goodrich. 

Testing machines—which measure 
the softness and strength of rubber— 
prove that the “'Surgiderm” glove is 30 
to 50 per cent softer than any regular 
rubber surgeon’s glove. This means 
that it is: 

Less tiring to the hands 
Because it’s more pliable, it fits easily, 
snugly—doesn’t bind the hand or re- 
strict the freedom of the fingers. Less 
force is needed to flex the fingers and 
that’s what reduces hand fatigue. The 
difference is so obvious you can feel it 


just by putting the B.F.Goodrich 


“Surgiderm’’ glove on one hand and 
comparing it with any other rubber 
glove on your other hand. 


Permits sensitive touch 
The glove is tissue thin all over—no 
heavy ends at fingertips. This allows 
almost as sensitive a touch as a surgeon 
would have without gloves. 


Stronger, longer lasting 
The use of a sp ecially-developed rubber 
compound makes this B.F.Goodrich 
glove extra strong to start with and 
it stays strong even after a dozen 
sterilizations. 


Test a pair 
Ask the glove buyer at your hospital to 
geta pair of B.F.Goodrich ““Surgiderm” 
gloves for you. We think when you 


compare them with the gloves you are 
now using, you'll be convinced that 
these B.F.Goodrich gloves are the most 
comfortable you've ever worn. 


They cost no more 

Since this glove is the only one that 
combines comfort and sensitivity with 
strength—you might expect it to be 
expensive. The fact is it costs no more 
than many regular rubber gloves being 
sold today. In the long run, it really 
costs less because it can be used for 
more operations. 


Where to buy 
B.F.Goodrich “‘Surgiderm’’ gloves are 
made in sizes from 6 to 10, are brown 
in color. Try a pair soon. They're sold 
by hospital supply houses and surgical 
dealers everywhere. Hospital and Surgical 
Supplies Dept., B.F.Goodrich Industrial 
Products Co., Akron 18, Ohio. 


B. E Go 0 drich hospital and surgical supplies 
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EASY, ECONOMICAL TO INSTALL 


Existing flush valve raised to permit short exten- 
sions on either new or existing installations, (left). 
American-Gray Diverter Valve, placed between 
flush valve vacuum and toilet . . . easy, economical 
installation, (right). Top, back and side inlets can 
be accommodated with complete piping between 
vacuum breaker and toilet. 











ERIE*sPENNSYLVANIA 
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Nursing personnel welcome the ease 
and convenience of the American- 
Gray Diverter Valve. Cost-conscious 
administrators like its simple, low- 
cost installation, minimum mainte- 
nance and time saving features. The 
Amsco-Gray Diverter Valve elimi- 
nates awkward hoses where leaks are 
both dangerous and annoying. Ac- 
ceptable under the most rigid plumb- 
ing codes, thousands of these im- 
proved American-Gray Diverter 
Valves are saving hours and dollars 
in hospitals and nursing homes 
throughout the world. 





STE R | LI = E R Offices in 14 Principal Cities 





hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 


July 8-10 Summer Conference for Hospital 
Association Directors, Chicago (AHA 
Headquarters) 

Aug. 24-27—6lst annual meeting, New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. 1—62nd annual meeting, 
San Francisco (Civic. Auditorium) 





MEETING AND INSTITUTE 
CALENDAR 


THROUGH NOVEMBER 1959 


(American Hospital Association institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


JUNE 


15-19 Hospital Pharmacy, Salt Lake City 
(University of Utah, Union Building) 





Reusable 
equipment 
is more 
economical 


with 
the 


steri?/7/c 


TECHNIQUE 


The STERIPHANE TECHNIQUE is the only complete sterilizing 
system available today; it is used to process more needles and 
syringes than all other methods combined. 

STERIPHANE processed heat sealed envelopes are your assur- 


16 Staff Assistants, Chicago (AHA Head- 
quarters) 

18-19 New Hampshire Hospital Associa- 
tion, Whitefield (Mountain View 
House) 

21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 

24-26 Comite des Hopitaux du Quebec, 
Montreal (Showmart) 


JULY 


4.9 American Society of X-Ray Tech- 
nicians, Denver (Shirley Savoy Hotel) 
6-8 National Conf e on Hospital- 
Blue Cross Relations, Chicago (AHA 
Headquarters) 
13-17 Workshop on Team Nursing, Chi- 
cago (AHA Headquarters) 
20-24 Hospital Purchasing, Chicago (AHA 
Headquarters) 


AUGUST 





3-7 Hospital Pharmacy, Chicago (Univer- 
sity of Chicago) 

23-26 American College of Hospital Ad- 
ministrators, New York City (Statler- 
Hilton Hotel) 

24-27 American Association for Hospital 
Planning, New York City (Governor 
Clinton Hotel) 

24-27 American Association of Hospital 
Consultants, New York City (Statler- 
Hilton Hotel) 

24-27 American Association of Nurse An- 
esthetists, New York City (New York- 
er Hotel) 

25-28 American Dietetic Association, Los 
Angeles (Shrine Auditorium) 


SEPTEMBER 


3-9 American Psychological Association, 
Cincinnati 
14-16 Montana Hospital Association, Great 
Falls (Rainbow Hotel) 
14-18 American Dental Association, New 
York (Coliseum) 
21-24 Operating Room Administration, Den- 
ver (Cosmopolitan Hotel) 
22-25 American Roentgen Ray Society, 
Cincinnati (Netherland Hilton Hotel) 
23 Utah State Hospital Association, 
Salt Lake City 
27-Oct. 2 American College of Surgeons, 
Clinical Congress, Atlantic City (Con- 
vention Hall) 
28-Oct. 2 Housekeeping and Laundry, Chi- 
cago (AHA ‘Headquarters) 
28-Oct. 2 Medical Social Workers in Hos- 
Pitals, Atlanta (Henry Grady Hotel) 


ance of sterility. Packaged needles are delivered to the nursing 
station in a stainless steel dispenser insuring compact 
handling and accurate control at the same time protecting the 
needle point. 

The proper size packaged syringe is easily selected and 
protected through the use of specially designed STERIPHANE 
syringe baskets. 

The finest reusable equipment is processed economically 
with the finest and only complete sterilizing system .. . the 
STERIPHANE TECHNIQUE. 


FREE TRIAL and consultation available. 


OCTOBER 


1 Hospital Association of Rhode Island, 
Providence (Sheraton-Biltmore Hotel) 
5-8 American Academy of Pediatrics, 
Chicago (Palmer House) 
5-8 Nursing Service Supervision, Boston 
(Somerset Hotel) 
5-9 American Society of Anesthesiologists, 
Bal Harbour, Fla. (Americana Hotel) 
6-8 American Nursing Home Association, 
Chicago (Morrison Hotel) 
7-9 Hospital Librarianship, Chicago (AHA 
Headquarters) 
8-9 Arizona Hospital Association, Flag- 
staff (Monte Vista Hotel) 
8-9 Colorado Hospital Association, Colo- 
rado Springs (Antlers Hotel) 
(Continued on page 102) 


Distributed exclusively by: 


HAROLD 


SUPPLY CORPORATION 


100 Fifth Avenue 
New York 11, N. Y. 
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HERE © PROOF... 


Blickman Equipment is the finest 
...yet it costs no more! 





CLIFTON REVOLVING STOOL 


No. 774588 LENOX KICK BUCKET 


Solid, heavy (12-gauge) stamped stainless- 
steel seat—not a veneer over ordinary steel. 


15” diameter : 
seat, rounded apron for 
extra comfort. 


Electrically conductive 
non-slip inset for 
comfort, safety. 

NORTHERN 
IRRIGATOR STAND 


Legs welded to flange, 


not bolted—for longer life Longer, thicker milled 


steel spindle allows 
smoother, greater range 
of height adjustment 
(from 19” to 31”). 


MANHATTAN 
MAYO STAND Solid stainless steel 
socket, not iron 


—for rugged service. 


Y2" stainless steel 
rod, not tubing—will 
not crack, bend 
or break. 


#4 Finish throughout Vi FERGUSON 

eliminates pits and UTILITY TABLE 

scratches—resists 
corrosion. 








Electrically conductive 
rubber tips eliminate 
explosion hazard. Each 
piece tagged and tested 
“250,000 ohms or less 


resistance”, 


Wider flared legs for 
complete stability 
at all heights. 


BAKER SOLUTION STAND 


ALL WELDED CONSTRUCTION 


THROUGHOUT—no nuts or bolts. KELLOGG SPONGE RACK 


ian =. 
ay é \ 


WINDSOR SCRUB-UP SINK 


Blickman craftsmanship gives you the full bene- 
fit of stainless steel. Gauges heavy enough for 
hard wear. Finishes fine enough for full corro- 
sion resistance and complete asepsis. Rounded 
corners...invisible seamless welds...completely 
crevice-free surfaces and joints—wherever re- 


BLICKMAN 


HOSPITAL EQUIPMENT 
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Look for this symbol of quality... 


U WINFIELD FOOT STOOL 


quired. Blickman alone delivers them all for added 
convenience, top performance, sure sanitation 
and decades of durability—yet it costs no more! 
For full details on Blickman’s complete line of 
hospital equipment write: S. Blickman, Inc., 3806 
Gregory Avenue, Weehawken, N. J. 


Blickman-Built 











Problems are 
for solving 


Irving Geller, Ph.D., is a psychologist with a puzzle 
and a paradox. The puzzle is the old one of why 
man behaves as he does. The paradox is that some 
of the most likely answers come from animals. 

Dr. Geller teaches rats and monkeys to press levers 
for intermittent rewards of food—and then 
exhaustively plots and interprets what happens. 


Photographed here against the maze of instruments 
in his basic-research laboratory at Wyeth, 

Dr. Geller can assure you that things do happen. 
Animals readily learn, for example, that the faster 
they press the levers the higher the frequency of 
reward. And, without fatigue, they can learn 
patterns of payoff that, for sheer complexity, 

rival those of a slot machine. 


In one basic pattern, Dr. Geller’s problem-solving 
animals must learn to pause for at least 20 seconds 
between lever-pressings to gain their rewards. 
Most of them quickly see through the problem. 
They are then ready for more difficult conditions, 
some of them advanced enough to challenge 
human subjects. 


Using these techniques and ingenious arrangements 
of timers, relays, signals, and recording graphs, 

Dr. Geller and his aides study ingestive behavior, 
emotions, reactions to conflict and stress, 
avoidance phenomena, and the modifications 
introduced by psychotropic agents. Important to all 
behavioral sciences, the findings are objective, 
uninfluenced by subjective colorations of 

the observers. 


Investigations like these strengthen man’s 
understanding of himself. Dr. Geller’s work has 
promising applications to society and medicine. 
Like all basic research at Wyeth, its purpose is to 
add to knowledge as an expression of our 
responsibility to physicians. 


Wyeth 


R 
Philadelphia 1, Pa 





FOR YOUR PROTECTION 


in plastic as in glass 


DEKNATEL 
TRANSPARENT 
PLASTIC PAK 
IS STORED 

IN COLORED 
SOLUTION 


. it is desirable to color the solution with a dye so 
that if the solution is aspirated into an ampoule, the 
discoloration will signal the fact that the contents 


are unsuitable for use.’’* 


All Deknatel Plastic Paks are stored 
in formaldehyde with fluorescein 
dye added—the direct visual assur- 
ance of sterility upon which you 
have relied with glass tubes. 


* Carl W. Walter, M.D., “Aseptic Treatment of Wounds” (New York: The Macmillan Company, 1954), P. 172 





For samples of Readi-Cut Silk, Surgical Gut, Needled 
Silk and Gut in the Deknatel Plastic Pak, write— 


J A. DEKNATEL & SOI 


96- 33 222 ‘STREET, QUEENS VILLAGE es =e 
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at the advantages of “Tamed lodine’® : — 





WESCODYNE 














FEATURES OF TAMED IODINE 
AGAINST OTHER TYPES OF DISINFECTANTS 


{ WESCOOYNE |_| 





Quats 


Creosols 


Pines 


Synthetic 
Phenols 





Microbial 
Activity 


Very short 


Variable 


intermediate 


Poor to 
variable. 


Intermediate 


High 





Stability 


No 


Yes 


Yes 


Yes 


Yes 


Yes 





Cost in Use 


Low, but re- 
quire frequent 
application. 


High 


High, too 
much needed. 


Low, but re- 
quire frequent 
application. 


Moderate 
to low. : 


Very low. 





Hi and 
penetrating. 


None 


Heavy 


Heavy and 
lingering. 


Some are 
heavy, others 
linger. 


Very light and 
non-lingering. 





None, cause 
bleaching. 


Poor, inactivated 
by soaps. 


Good 


Good 


Good 


Good 





Selective germi- 
cide. Will not 
destroy a wide 
range of 
organisms. 


Selective germi- 
cide. Will not 
destroy a wide 
range of 


“organisms. 


Selective germi- 
cide. Will not 
destroy a wide 
range of 
organisms. 


Selective germi- 
cide. Will not 
destroy a wide 
range of 
organisms. 


Selective germi- 
cide. Will not 
destroy a wide 
range of 
organisms. 


A nonselective 
germicide. 
Kills bacteria, 
virus, molds, 
fungi, yeast, 
spores, etc. 





Yes 


Yes 


Yes 


in some cases. 


No 





None 


None 


None 


“| None 


None 


Color 





irritants 


Sensitizers 


irritants 


Non- 
irritating 


irritants 


Non- 
irritating 





No 


Yes 


No 


























Yes Variable Yes 





EXTRAORDINARY GERMICIDE 


WESCODYNE costs less than 2¢ a gallon at its general- 
purpose use dilution. It has an unmatched history of 
scientific evaluation and success. We’d be glad to send full 
information, a sample and recommended O.R., housekeep- 
ing and nursing procedures. Just call your nearby West 
office. Or send the coupon below to our Long Island City 
headquarters, Dept. 26. 


WESCODYNE is the first “Tamed Iodine” hospital germicide. 
It offers extraordinary advantages. Nonselective biocidal 
activity. A cleansing detergent action. Extremely low cost. 
And more, as indicated in the above comparison. 


Important, too, tests on common pathogens show that 
WESCODYNE Offers greater germicidal capacity for the con- 
trol of cross infection. 


WESCODYNE is the single germicide suitable for all hospital 
cleaning and disinfecting procedures. Its labor-saving 
detergent action removes soil and dust as germs are de- 
stroyed. This simplifies procedures, including those for 
the decontamination of surfaces that harbor “Staph” and 
other organisms. 


[] Send a WESCODYNE sample and full information. 


(1 Have a representative phone for an appointment. 


Name 


Position. 








WEST CHEMICAL PRODUCTS INC. 
42-16 West Street, Long Island City 1, New York 
Branches in principal cities 
CANADA: 5621-23 Casgrain Avenue, Montreal 


PROGRAMS AND SPECIALTIES 
FOR PROTECTIVE SANITATION 
AND PREVENTIVE MAINTENANCE 


Cay WA 
\sel ‘ead 


WEST DISINFECTING DIVISION 
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Seventh in a series 


CLOSED-CIRCUIT TELEVISION 


The Dage camera in the 
F-102B chase plane pro- 


vided 


“eyes” for thou- 


sands of spectators view- 
ing the Air Force’s World- 
Wide Weapons Meet. 


‘lo track a jet 


The 10 Ib. Dage camera, connected by closed-circuit to 
the home TV set, serves as a swimming pool monitor. 
It is available through Abercrombie & Fitch, New York, 
at $1495, including installation and one year's service. 


or watch a child... 


Another TRV product proving its value 
in military and commercial use 


Not long ago a small closed-circuit television 
camera— weighing only 4 pounds and no big- 
ger than a home movie camera— made televi- 
sion history. The Dage TV camera, carried 
in chase planes and located at strategic 
points on the vast gunnery range of the Air 
Force’s Fighter Interceptor World-Wide 
Weapons Meet, recorded the supersonic 
flights of F-102s from scramble to kill. What 
it saw was transmitted back to TV screens 
in monitor stations. 

In dramatic firsts like this, the Dage 
Television Division of Thompson Ramo 
Wooldridge Inc. is leading the closed-circuit 


TV field in number of installations and in 
technical achievements. Dage TV systems 
are being used to provide faster and more 
complete weather briefings for remote air 
bases, help control turnpike traffic, instruct 
salesmen, and aid in hospital education, sur- 
gical observation and consultation. Around 
the home, the Dage TV camera can be used 
in monitoring the swimming pool, watching 
the baby or the front door. Dage Television 
Division and its products are typical of the 
way Thompson Ramo Wooldridge serves its 
customers in meeting the demands of today’s 
technology. 


AN \ Thompson Ramo Wooldridge Inc. 


Main offices » CLEVELAND 17, OHIO * LOS ANGELES 45, CALIFORNIA 
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introducing the auttons 


Bert Stajich, assistant administra- 
tor of Columbia Hospital, Milwau- 
kee, describes how an automatic 
answering serv- 
ice at the hos- 
pital saves time 
and improves 
interdepart- 
mental relations 
(p. 48). 

Mr. Stajich 
completed his 
undergraduate 
work in psy- 
chology and 
economics at 
Ripon (Wis.) College and a year 
of graduate work in _ industrial 
psychology at the University of 
Illinois before he enrolled in the 
Northwestern University course in 
hospital administration. He re- 
ceived his master’s degree in hos- 
pital administration from the Uni- 
versity in 1954. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Stajich currently serves as a 
member of the methods improve- 
ment and public relations commit- 
tees of the Milwaukee Hospital 
Council and as a member of the 
local arrangements committee of 
the Wisconsin Hospital Association. 


MR. STAJICH 


Paul Nelson, A.I.A., an American- 
born architect with headquarters 
in Paris, discusses a new approach 
to the design of 
the hospital en- 
vironment and 
shows how it 
was applied in 
programing the 
Franco - Ameri- 
can Memorial 
Hospital, St. Lo, 
France (p. 34). 

Mr. Nelson 
first opened an 
architectural of- 
fice in Paris in 1928. During the 
next decade he was commissioned 
to execute the preliminary plans 
and programs for a number of hos- 
pital and health projects on the 
Continent and in Africa, including 
the Health City of Lille, France, 
and the surgical pavilion for a hos- 
pital center at Ismailia, Egypt. For 


MR. NELSON 
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the latter project he developed the 
egg-shaped operating room. 

During World War II he came 
to the United States and served as 
architectural consultant to a num- 
ber of government agencies con- 
cerned with housing. 

Since 1946 Mr. Nelson has been 
closely associated with many hos- 
pital projects both here and in 
France. He was appointed chief 
architect for the Memorial Hos- 
pital at St. Lo, France. In 1951 he 
built a nurses’ home and doctors’ 
residence for the American Hos- 
pital of Paris. This year, and for 
the second time, he directed the 
Yale University School of Archi- 
tecture’s Hopper Fellowship Com- 
petition in design. 

This month Mr. Nelson will re- 
turn to his family and office in 
Paris. 

Mr. Nelson is a graduate of 
Princeton University and Ecdéle des 
Beaux-Arts, Paris. In 1956 he was 
made Officer de la Legion d’Hon- 
neur and last year was admitted 
to membership in the American 
Institute of Architects. 


Paul A. Lembcke, M.D., M.P.H., sup- 
ports the use of the scientific 
method in achieving the goals of 
a medical audit 
in Part I of his 
article on medi- 
cal auditing on 
p. 65. Part II of 
Dr. Lembcke’s 
article, to be 
published in the 
July 1 issue of 
the Journal, will 
discuss the cri- 
teria and stand- 


DR. LEMBCKE 


ards relative to 
the scientific method. 

Dr. Lembcke currently serves as 
professor of preventive medicine 
and public health at the School of 
Medicine and School of Public 
Health at the University of Cali- 
fornia, Los Angeles. In the aca- 
demic field, Dr. Lembcke has also 
taught preventive medicine at Al- 
bany (N.Y.) Medical College and at 
the University of Rochester. From 
1951-57 he served as associate pro- 
fessor of public health adminis- 


tration at the Johns Hopkins Uni- 
versity School of Hygiene and 
Public Health. In 1955 he served 
as visiting professor of hospital 
administration and epidemiology, 
University of the Philippines. 

As an epidemiologist, Dr. Lem- 
beke is perhaps best known for his 
work on epidemic diarrhea of the 
newborn in hospital nurseries. His 
findings led to the development of 
the present techniques for terminal 
sterilization. 

Dr. Lembcke has studied hospi- 
tal and medical care extensively at 
home and abroad—Europe, 1952 
and 1957; Asia, 1955-56. He has 
also served as director of study for 
the New York State Commission 
on Medical Care and as associate 
director of the Rochester (N.Y.) 
Regional Hospital Council. 

Dr. Lembcke received his A.B. 
and M.D. degrees from the Uni- 
versity of Rochester and _ his 
master’s degree in public health 
from Johns Hopkins University. 


Genevieve M. Parker, head dietitian 
at Hurley Hospital, Flint, Mich., 
outlines the changes in staffing 

principles and 
work 
ments that made 
possible an an- 


assign- 


nual savings of 
$73,000 in the 
hospital’s die- 
tary labor costs 
(p. 75). 

Mrs. Parker 
has been associ- 
with the 

dietary depart- 
ment of Hurley Hospital for 17 
years. She came to the hospital 


MRS. PARKER ated 


upon completion of her dietetic in- 
ternship at Michael Reese Hospi- 
tal, Chicago, and held several posts 
in the dietary department before 
her appointment as head dietitian 
nine years ago. 

Mrs. Parker received her bache- 
lor of science degree from Michigan 
State University. 

Mrs. Parker is a member of the 
American, Michigan and Flint die- 
tetic associations. She is chairman 
of the 1959 fall meeting of the 
Michigan Dietetic Association. 
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NEW 
SINGLE-USE TUBES 











SNAP/ DISPOSE 


‘LUBAFAX’ 


S U R « CA L Also Available 
LUBRICANT : iia 
5 GRAM TUBE FEATURES = Transparent 


# Nonirritating 
STERILITY— ee = Adheres firmly 


Minimizes cross-contamination ; to instruments 


CONVENIENCE— ae = Washes off easily 

Snap off the tip and it’s ready to use > 5. Gm. = No unpleasant odor 
ae !: @ Suitable viscosity for 

ECONOMY ‘ leecos onli optimum lubrication 

Low unit cost of single-use tube may 

be added to patient’s charge. 














***Special hospital prices are available upon request. 


Bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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HOLDS TIGHT even in high steam temperatures . . . leaves no stains or gummy residue. 
“Scotcu” Hospital Autoclave Tape No. 222 seals linen or paper packs quickly, easily 
and won’t pop loose. You can write on it with ink or pencil! 


with “SCOTCH” Hospital 


Autoclave Tape No. 222 


— -_ — © OR gases ss 





ONLY THE AUTOCLAVE’s sustained high steam temperatures will bring out these 
distinctive diagonal markings on ‘‘Scotcn’’ Hospital Autoclave Tape No. 222. No 
danger that sunlight or radiator heat will affect this superior tape! 


SCOTCH Hospital Tapes 


The term “SCOTCH” is a registered trademark of Minnesota Mining and Manufacturing Company, St. Paul 6, 
Minn. Export Sales Office: 99 Park Ave., New York 16, N. Y. In Canada: P. O. Box 757, London, Ontario 


Ge~ =D 
[iinnesota [fining anv JJANnuracturinG COMPANY ‘@ 
eos WHERE RESEARCH IS THE KEY TO TOMORROW SS 
SSS ae 
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Because Brillo Floor Pads are cross 
stranded with uniform metal fibers com- 
pressed into a solid disc, you get superior 
cleaning and polishing action for every 
revolution of your machine. This cuts 
time—saves money. 


BRILLO 


























for safety’s sake... 
use BRILLO‘’ Floor Pads 


Beautiful, highly polished floors are 
safer floors. In fact, tests prove that a 
properly maintained waxed floor ranks 
high in safety. It is not the wax which 
causes slips and falls. It is faulty applica- 
tion or dirt on the waxed surface which 
makes the danger. A floor may be slippery 
if the wax is applied in too thick a coat... 
the wax remains soft under the surface. 
Keeping waxed floors safer, and 
sparkling too, is easy and economical with 


Brillo Solid Disc Steel Wool Floor Pads. 
The wax should be applied in a thin, 
uniform coat . . . then polished to a hard, 
safe finish with a Brillo Floor Pad. This 
hard surface resists grit penetration. Later, 
regular “‘once-overs”’ with a Brillo Floor 
Pad remove unsightly surface dirt, grime, 
and scuffs, and smooth out and reharden 
the wax. Your wax job takes on renewed 
beauty and longer life . . . as well as being 
less hazardous. 


Here are some helpful floor-safety and main- 
tenance pointers: 


1. Use a quality wax. 


2. Apply wax in thin coats—two thin coats are far safer 
and better looking than one heavy coat. 


3. Buff each coat to a high gloss with a Brillo Floor Pad. 


. Re-buff with Brillo Floor Pads regularly between wax- 
ings to renew finish. More effective than brushes! 


. Brillo Floor Pads strip off old wax quickly without harm 
to the finest floor surface. They last several times longer 
and cost less than other types of pads. Compare! 





There is a Brillo Floor Pad for each size 
of electric floor polishing machine, and 
grades from #0 to #3 for each task —strip- 
ping, scrubbing, applying wax, buffing. 
Write today for your free leaflet on 
Better Floor Maintenance. 


SOLID 
DISC 


FLOOR PADS 


BRILLO MFG. CO.,INC., BROOKLYN 1, N.Y., MANUFACTURERS OF METAL WOOLS FOR OVER 45 YEARS 
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> ANOTHER NEW YORK CITY HOSPITAL STRUCK; OTHERS THREATENED—T.ocal 1199 
of the Retail Drug Employees Union, which has been striking against 
six nonprofit hospitals since May 8, added a seventh hospital to its toll: 
It struck Flower and Fifth Avenue Hospital on June 5. 

Another labor group, Local 144 of the Hotel and Allied Service 


Employees Union, served an ulti- 
matum on six proprietary hospi- 
tals and two voluntary homes for 
the aged. It threatened to strike 
unless the hospitals began contract 
negotiations with the union on 
June 9. Six other proprietary hos- 
pitals had been threatened by Lo- 
cal 144 in the latter part of May. 
They later agreed to recognize the 
union. So did the Boulevard Hos- 
pital in Long Island City. 

The six threatened proprietary 
hospitals intended to reject the 
union’s ultimatum. Mrs. Millie 
Felder, executive director of Men- 
orah Hospital and Home for the 
Aged and Infirm, one of the 
threatened voluntary homes, said 
“We will never consider a union,” 
according to New York times. The 
other voluntary institution threat- 
ened was Brooklyn Hebrew Home 
and Hospital for the Aged. 

The demands of Local 144 ex- 
tend all the way from a minimum 
hour wage of $1.25 to free hospi- 
talization and employer-supported 
$1000 life insurance policy. See 
earlier story p. 90. 


> REPORT FROM WASHINGTON—Indi- 
cations are that exemption of non- 
profit hospital employees from 
federal unemployment compensa- 
tion regulations will be continued. 
Sen. John F. Kennedy, author of 
an amendment that would include 
certain hospitals under the federal 
regulations, advised the American 
Hospital Association that he would 
consider the association’s appraisal 
of the bill’s effects, if enacted. 
Sen. Russell Long recommended, 
in his amendment, that hospitals 
continue to be exempt. The sena- 
tor said he learned from hospital 
people in his state of Louisiana 
that inclusion of nonprofit hospi- 
tals under the unemployment com- 
pensation act would cause operat- 
ing costs to increase in “an 
unwarranted amount,’ and that 
these costs, in turn, would have to 
be paid by patients. Details p. 85. 
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@ The House Ways and Means 
Committee has voted against the 
extension of federal unemploy- 
ment compensation to nonprofit 
hospital employees. Details p. 85. 

@A group of experts on the 
problems of the aged will meet 
in Washington this month with 
members of the Senate Subcom- 
mittee on Problems of the Aged 
and Aging. Purpose of the meet- 
ing: To help guide the subcom- 
mittee’s work. Hearings will be 
public. Details p. 86. 

@ New legislation that would 
provide health insurance for fed- 
deral employees seems unlikely. 
The Senate Civil Service Commit- 
tee has been working on a com- 
promise bill to meet the aims of 
all interested groups. It seems 
doubtful that such a bill would be 
ready in time for passage this year. 
Details p. 86. 

@ A new bill, $.2209, introduced 
by Sen. Hubert Humphrey (D- 
Minn.) proposes federal assistance 
for voluntary nonprofit associations 
that offer prepaid health service 
programs for the building and 
equipping of medical care facili- 
ties. The Humphrey bill would, in 
effect, authorize federal loans to 
local organizations which desire 
to institute prepayment health in- 
surance plans associated with 
group practice, and would encour- 
age the establishment of group 
practice facilities. The associations 
could secure the necessary health 
facilities and equipment through 
long-term, interest-bearing loans 
approved by the Surgeon General, 
and supervised by the secretary 
of Health, Education, and Welfare. 
Senator Humphrey explained the 


Worth Quoting—— 


bill is designed to aid rural com- 
munities in the problem of finding 
physicians. 


p> CORNELL SUMMER SEMINAR BEGINS 
JUNE 22; OPEN TO ADMINISTRATORS— 
An intensive course for hospital 
administrators, consisting of lec- 
tures, meetings and discussions, is 
being offered at Cornell University 
by the Sloan Institute of Hospital 
Administration. The program, sub- 
sidized by the Alfred P. Sloan 
Foundation, will run from June 22 
to July 31. It will cover develop- 
ments in medical care programs, 
administrative theory and practice 
and trends in hospital administra- 
tion. The faculty for the six-week 
seminar will consist of visiting 
lecturers and Cornell resident staff. 
The total cost of $200 covers tu- 
ition, supplies, room and most 
meals. 

Administrators and assistant ad- 
ministrators interested in partici- 
pating should apply to: Director, 
Hospital Administrators Develop- 
ment Program, Sloan Institute of 
Hospital Administration, Cornell 
University, Ithaca, N.Y. * 


> FOREIGN STUDENTS DUE FOR CERTIFI- 
CATION BY JULY 1960; FIRST APPLICA- 
TION DEADLINE JUNE 22—Foreign 
medical school graduates serving 
as interns or residents in U. S. 
hospitals have only two more 
opportunities for certification by 
Educational Council for Foreign 
Medical Graduates before July 1, 
1960. The sponsoring agencies of 
ECFMG stated a year ago that by 
July 1, 1960, they expected all 
foreign graduates serving in U.S. 
hospitals will have been certified, 
and that “The American Hospital 
Association will take this into con- 
sideration when approving hospi- 
tals for listing.” 

The two remaining examination 
dates are Sept. 22, 1959, and March 


| “We in this nation must look upon health as equally important to 
. » Hospitals 


national security as are our atomic engines of destruction. 


today have become more and more the center of new life, new hope 
and new strength. . .”°—Sen. Lister Hill, speaking to Congress on the 


subject of National Hospital Week. 








16, 1960. The application, cre- 
dentials for evaluation and ap- 
pointment request form must be 
in the hands of ECFMG by June 
22, 1959, for the September exami- 
nation, and by Dec. 16, 1959, for 
the March examination. Students 
needing certifieation should con- 
tact Educational Council for For- 
eign Medical Graduates at 1710 
Orrington Ave., Evanston, Il. . 


> NEW YORK CITY BLUE CROSS HEAR- 
INGS STORMY—The Associated Hos- 
pital Service of New York met 
strong opposition at hearings con- 
cerning the plan’s petition for sub- 
scription rate increases. 

In addition to rate adjustment, 
the plan proposed an immediate 
adjustment in its reimbursement 
rate to hospitals. Hospital spokes- 
men testified that additional funds 
from Blue Cross were necessary to 
improve salaries of hospital em- 
ployees. 

Representatives of the city’s la- 
bor groups opposed the plan’s 
petition and criticized many as- 
pects of its methods and policies. 
Union and other speakers called 
for broader benefits. An AFL-CIO 


spokesman wanted assurance that 
any rate increase granted the plan 
would be used for hospital worker 
salaries. 

A hospital president pointed out 
that if the situation remains un- 
changed, hospitals can survive fi- 
nancially for only a few more 
years. Details p. 89. 


p RAY E. BROWN URGES CONTROL OF 
UNNECESSARY HOSPITAL BUILDING— 
Sizable economies can be achieved 
through control of over-supply of 
beds, Ray E. Brown, president- 
elect of the American College of 
Hospital Administrators, told rep- 
resentatives at the Texas Hospital 
Association convention. He said 
this was “one area where signifi- 
cant savings could be made with- 
out harming quality.” 

Criticism of Blue Cross was 
heard from Anthony W. Eckert, 
president of the American College 
of Hospital Administrators. He 
said that the desire of certain plans 
to eliminate competition brought 
about some current prepayment 
problems. 

Dr. Russell A. Nelson, president- 
elect of the American Hospital 


Association, called the attention of 
the Texas representatives to the 
economic security problems of 
nurses, but found fault with lead- 
ers in the profession for the spread 
of union-like attitude in the nurs- 
ing field. Details p. 96. 


B UPPER MIDWEST REPRESENTATIVES TOLD 
OF DANGER OF GOVERNMENT REGULA- 
TIONS—Robert M. Sigmond, execu- 
tive director of the Hospital Coun- 
cil of Western Pennsylvania, said 
at the Upper Midwest Hospital 
Conference that rising costs have 
brought real danger of government 
regulations. He suggested that hos- 
pitals undertake a public education 
program to point out advantages 
of voluntary prepayment plans 
over government and other plans. 

How a government participation 
hospital insurance program works 
in Canada was described by Dr. 
F. B. Roth, deputy commissioner 
of public health of Saskatchewan. 
Dr. Roth said the program has 
made the people health conscious. 
The government does not inter- 
fere with the operation of hospitals 
and leaves them complete auton- 
omy, Dr. Roth said. Details p. 94. 








cut your mop 
budget in half! 


WY 


Nylon secured, tangle-proof design 
and new yarn formulation 


INCREASES MOP LIFE 100% 


Web-Foot band assures 
perfect mopping pattern 


Can't tangle around 
furniture or mop handle 


Leaves no lint 


Sterilize without combing 
or tying needed for other 


mops 
Clinically tested and 
proved 

Soves labor! Saves time! 


* FRAME STAYS OPEN AT 


CORRECT ANGLE 
* EASIEST TO POSITION “ 
FILM IN DARK ROOM ~° FILM CANNOT FALL OUT 


* STAINLESS STEEL CONSTRUCTION SPOT WELDED 


* NO CLIPS 


Write for literature and 
prices ! 


é CORDAGE 


Dept, 7 


SEND FOR YOUR FREE 30 DAY TRIAL OFFER GVANAA 


Medical Division 


STIRRUP METAL PRODUCTS CORP 


215 Emmet St Newark 5, N. J 
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UREVERT 


(LYOPHILIZED UREA AND TRAVERT®) 


EFFECTIVE INTRACRANIAL DECOMPRESSION 


Better Visualization 


for 
Easier Surgical Correction 


TO IMPROVE THE PROGNOSIS 
FOR MANY PATIENTS 


METHOD: 


Urevert is administered intrave- 
nously at the rate of approxi- 
mately 60 drops/minute. One 
gram of urea is present in 3 cc. of 
Urevert, which converts to ap- 
proximately 1.5 cc. of Urevert per 
pound of body weight. An indwell- 
ing catheter is inserted before 
treatment. Reduction of intracra- 
nial pressure is most pronounced 
within an hour and persists for 
three to ten hours. 


LEFT SUBOCCIPITAL CRANIECTOMY FOR METASTATIC CARCINOMA* 


*From the sound-color film ‘““A New 
Approach to the Reduction of Intracranial 
Pressure with Urea-Invert Sugar 
(Urevert).” 





Unusual exposure of VII, VIII, IX and X cranial 
nerves with 1.2 Gm. of urea/kg. body weight 
(216 cc. Urevert). Note the brain shrinkage * 
achieved so that cerebellar retraction is un- 
necessary. 


TRAVENOL LABORATORIES, INC. pharmaceutical products division of 


Morton Grove, lilincis BAXTER LABORATORIES, INC. 





UREVERT decompression 


* Preoperatively 


“This agent has a definite place in the therapeutic armamentarium of neurologists and neurosurgeons.” t 


When increased intracranial pressure and cerebral edema... 

e render the patient’s condition critical or terminal 

@ produce severe headache and vomiting 

e cause lethargy and unresponsiveness which interfere with 
neurologic examination 

® hinder surgical intervention and correction... 

Urevert may provide relief until remedial procedures are 

carried out. 


In depressed fractures or when intracranial pressure is acute, 
Urevert may be life-saving. Its use exhibits only very occa- 
sional and relatively insignificant side effects. 


Contraindications: 
7“\x, Active intracranial bleeding. In severely impaired renal and 
hepatic function Urevert should be used only as a life-saving 


measure. 
NOTE: ei . . . . 
jJavid, M.: Urea— New Use of an Old Agent, Reduction of Intracranial and 


Complete information on the use of Urevert is available 4 : : 
Intraocular Pressure, The Surgical Clinics of North America, Philadelphia, 


from the Medical Department, Travenol Laboratories, Inc., 
Morton Grove, Illinois. W. B. Saunders Company, August, 1958, p. 907. 


TRAVENOL LABORATORIES, INC. pharmaceutical products division of 
Printed in U.S.A. 


Morton Grove, Illinois BAXTER LABORATORIES, INC. 





Super Flaker SF-1F 


Max. daily output 
350 Ibs. Occupies 3 
sq. ft. floor space. 





Super Flaker SF-3WSF 
pg output 
: : bs. Occupies 8 
Super Flaker SF-75WSF : sq. ft. floor space. 
Max. daily output 200 ‘ Storage bin capacity 
Ibs. Occupies 5 sq. ft. approx. 350 Ibs. 
floor space. Storage bin 
capacity approx. 100 Ibs. 


Super Bin $B-750 | Z| Se Model SF-5E 
with Scotsman | oe ESE: A Max. daly output 
Mies i t se up to Ibs. 
Super Flaker 3). Takes 5 sq. ft. 
* floor space. 














The Royal Line 
of Ice Machines 


SCOTSMAN 
ICE MACHINES 


World's Largest Line...World’s Largest Seller 


SUPER CUBER SC-500E SUPER CUBER SC-100F SUPER CUBER SC-200F Combination Ice Machine 
Ice Capacity—Up to 500 Ibs. Ice Capacity—Up to 110 Ibs. Ice Capacity—Up to 225 Ibs. and Drink Dispenser 
Storage Capacity — Stainless Storage Capacity — Stainless Storage Capacity — Stainless Two models—DSI, up to 350 


steel bin stores up to 400 Ibs. steel bin stores up to 75 Ibs. steel bin stores up to 150 Ibs. Ibs. daily capacity—DS2, up 
to 550 Ibs. daily. 


. ec. 
ta} 
a 
@ . 


eS F ty 


PLUS DOZENS OF OTHER SCOTSMAN MODELS FOR EVERY ICE NEED! 


tele eee 


Make your own SCOTSMAN ice for as little ! 


as 8¢ per 100 Ibs! Send for FREE 44-page 
booklet, ‘How To Use An Ice Machine.”’ 


NAME 


SCOTSMAN | ..... 


ICE MACHINES 
CITY STATE 
More than SO models of Super Flakers 
Super Cubers e Super Bins e Combination 
Ice Machines and Drink Dispensers 














MAIL TO: SCOTSMAN ICE MACHINES 
Queen Products Division, King-Seeley Corporation 
106 Front Street, Albert Lea, Minnesota 

EXPORT OFFICE: 15 Williams St., New York, N. Y 
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What every O.R. and Central Supply Nurse should 
know about A:S-R SteriSharps blades 


A 


e What are SteriSharps ? 


They are sterile-packed surgical 


* bladesmade froma special alloy 


of extremely hard stainless steel. 
Like all stainless-steel surgical 
instruments they will not rust 
or corrode in hospital use. 


¢ Aren't all sterile-packed blades made from stainless steel? 


No, only SteriSharps. All others are made from ordinary 


* carbon steel which rusts, corrodes and dulls quickly 


when autoclaved or kept in solution. 


e Are SteriSharps blades sharper than carbon steel blades? 


Yes. SteriSharps’ imported high-chrome alloy Swedish 


* steel is hardened, tempered, ground and sharpened under 


processes developed by A-S-R to give it a sharper, longer 
lasting cutting edge. 


e Can I autoclave the sealed SteriSharps packet? 


Yes. Neither autoclaving nor dry-heat sterilizing harms 


* the packet or the blade inside. This means you can include 


any number of SteriSharps packets on the instrument tray. 
The sterile nurse can then open blades as needed. And all 
unopened packets can be returned to stock. 


Q. Can I autoclave SteriSharps blades out of the packet? 


A 


Q 


e SteriSharps are ultrasonically cleaned before packaging. 


Yes. Unlike carbon steel blades which blacken, rust and 


* lose their edge when autoclaved, SteriSharps blades can 


be autoclaved repeatedly without damage. Thus, Steri- 
Sharps which have been opened but not used can be 
returned to stock. This eliminates blade waste. SteriSharps 
can be stored indefinitely without harm. 





e How does A-S-R make sure 
that SteriSharps are 100% 
sterile ? +. —— 








The packets are sealed securely and are heat-sterilized at a 
time-and-temperature cycle well above highest hospital 
requirements. Each lot is sampled twice, and blades are 
tested for sterility by A-S-R’s own _ bacteriologists 
according to USP XV (revised). Each lot is also checked 
by an independent laboratory. 





How can I be sure SteriSharps come to me 100% sterile? 


Test them in your own laboratory. We will be happy to 
send you a detailed description of our sterility testing 
methods. 


Can SteriSharps be re-used? 


After their work in the Operating Room, SteriSharps 
can be autoclaved and distributed to Pathology and 
other blade-using departments. 


How do SteriSharps compare in cost with other sterile- 
packed blades ? 


SteriSharps cost less. 


How do SteriSharps compare in cost with ordinary carbon 
steel blades? 


SteriSharps do away with jars and solutions and eliminate 
blade waste. In addition, the greater durability of stainless 
steel means longer blade life. Surgeons report that during 
procedures where extensive cutting is required, one Steri- 
Sharps does the work of as many as six ordinary carbon 
steel blades. Hospitals using SteriSharps report dollar 
savings of 259% and more over conventional nonsterile 
carbon blades. 


Do SteriSharps come in all 
standard sizes and fit all stand- 
ard handles ? 


Yes. In addition, when you 
contract for SteriSharps, you 
will receive FREE as many 
stainless-steel dispensers as you 
need for your O.R. suite and 
other blade-using departments. me 


How can I find out more about SteriSharps? 
Write: A-S-R HOSPITAL DIVISION, DEPT. H, 380 MADISON 
AVENUE, NEW YORK 17, N. Y. 


In Canada—a-S-R HOSPITAL DIVISION, 2055 DESJARDINS 
AVENUE, MONTREAL, CANADA 


Literature and samples for your evaluation available 
upon request. If you have further questions—ask us. 


non Po Ster iar IK . «+ the first sterile, stainless-steel surgical blade 


PRECISION PRODUCTS 
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FURACIN 


the wide-spectrum antibacterial exclusively for 
topical use ... in dosage forms for every topical need 
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aconcditation Arcblems 


KENNETH B. BABCOCK, M.D. 


Is Hill-Burton aid available only to 
accredited hospitals? 

JCAH accreditation is not a Hill- 
Burton requirement for aid and is 
not mentioned any place in the 
Hospital Survey and Construction 
Act. It has been reported to the 
Joint Commission, but never au- 
thenticated, that some state com- 
mittees have informally used it as 
one of their requirements. 

* + » 

Do you find that the Joint Commis- 
sion Standards conflict with state li- 
censure or state codes? 


Absolutely not. A state licensure 
regulation or state code is a law 
and the Joint Commission has no 
right to ever abrogate any gov- 
ernmental law. The Joint Com- 


mission is a voluntary organization 
and hospitals ask for surveys. Any- 
thing the Joint Commission does 
or requires is in addition to the 
legal requirements, and also aids 
the law. 

The only complaint from any 
licensing body has been that it 
wished that the Joint Commission 
would be more strict and do even 
more than it is now doing. 

* * 

Members of our medical staff must 
be members of the local medical so- 
ciety. Would this affiliation provide 
good evidence of our staff members’ 
credentials? 


Yes and no. A doctor’s member- 
ship in the local medical society 
would be very good evidence of 





Mop hospital floors quicker 
with 
mopping outfi 


“FLOOR-KING” Twin Tank 
Mopping Outfit for 
mops to 36 oz. 





Keeping floors clean is a con- 
stant battle that can’t be elim- 
inated. But it can be made 
easier. You'll get the job done 
in a hurry when you use a 
Geerpres mopping outfit. 

Easy-working, powerful in- 
terlocking gearing wrings 
mops as dry as you please 
without twisting or tearing. 
Best of all, no splashing on 
clean floors or clothing. 

Geerpres buckets roll at a 
touch on quiet, rubber wheeled 
ball bearing casters. Electro- 
plated wringer and rugged, 
hot dip galvanized buckets 
stop rust—last for years in the 
hardest service. 

Keep it clean. Get a Geerpres 


ing outfit today. Both 
single and twin-tank outfits 
ible in thitee.sizes plus 
other m ies. See 


accessories. 
your 
plete 


ts 





accreditation and receipt of 
Hill-Burton funds 

JCAH standards and state 
codes 

medical society membership 
as evidence of clinical ca- 
pabilities 

autopsy rate 


stop-order on drugs 


his ethical and moral quailifi- 
cations but in no way could it ex- 
press his clinical capabilities. This 
latter qualification can not be 
ascertained on a group basis, but 
should be accomplished by study- 
ing each individual physician’s 
experience, capabilities and judg- 
ment. The Commission highly rec- 
ommends and approves medical 
society membership, but by itself, 
membership can not be used as the 
necessary evidence for determi- 
nation of clinical credentials. 
* * * 

How long must a patient be in the 
hospital prior to death in order for the 
death to be counted in the autopsy per- 
centage? What is the required per- 
centage? 


Any patient admitted to a hos- 
pital and who dies in the hospital 
should be counted in determining 
the autopsy percentage. Patients 
who are dead upon admittance 
cannot be counted. If the patient 
at admittance is a coroner’s case 
and not released to the hospital at 
death, it cannot be counted in the 
hospital’s autopsy records. 

The recommended minimal 
standard that the Joint Commission 
hopes all hospitals will exceed is 20 
per cent for nonteaching hospitals, 
25 per cent for teaching ones. 

* * * 

Our medical staff takes the attitude 
that the stop-order on drugs is pri- 
marily required to reduce drug costs. Is 
this true? 


No. The stop-order on drugs is 
to control open-ended orders only 
and to protect the patient, the 
doctor and the hospital. Stop- 
orders do not pertain to orders 
for drugs that have a definite dos- 
age and time limitation stated. 
This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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Going under with safety...because 
the Beckman D2 Oxygen Analyzer is 
giving rapid, accurate, direct reading 
of oxygen percentages without in- 
terference from any other gases. And 


it’s so simple to use...just sample the 
mixture, press the button and read the 
oxygen value directly in either percent 
or partial pressure. % This inexpensive, 
four-pound, battery powered analyzer 
is important to many critical applica- 





, tions...in the nursery to monitor incu- 


bators...at bedside to check oxygen 
tents and inhalators...for ambulance 
work...wherever safe oxygen applica- 
tion is a must. % Beckman D2 Oxygen 
Analyzers may be obtained from your 
authorized Beckman Dealer. For more 
information, ask for Data File3L-63-93. 





Beckman: 

Scientific and Process | Instruments Division 
Beckman Instruments, Inc 
2500 Fullerton Road, 


Fullerton, California 


It’s a Fact: By providing faster, more posi- 
tive identification of alcohol in blood, Beckman 
Gas Chromatographs are rapidly replacing 
the other methods of forensic blood analysis. 
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Dictating medical reports 


Many hospitals and clinics are using 
dictating machines to obtain medical 
reports for patients’ charts. It is my 
understanding that these records must 
be kept in good order to maintain the 
standards required for accreditation. 
The question is: can hospitals record 
their medical record material on a 





each record onto paper, they would 
have a small belt or disc which might 
contain as many as three or four of 
the patient reports. They would all be 
suitably marked with name and date 
and other pertinent information. To 
obtain the information, it would be 
necessary to play back the dictation, 
which would allow any number of per- 
sons to hear what the doctor found 
during the examination. 


is to have the information imme- 
diately and readily available for 
all medical and paramedical per- 
sennel responsible for the patient. 
Keeping the information untran- 
scribed on a belt or disc does not 
appear to fulfill this purpose. 
Another factor to consider is 
that the individual hospital record 
of each patient is ordinarily re- 


belt or disc and then save these for viewed by the medical record de- 


partment and, in addition, by a 
committee of physicians to assure 
that the record is complete, ac- 
curate, and reflects adequacy of 
treatment. This would be impos- 
sible if the dictated reports were 
not transcribed. This _ situation 
would be further complicated if 
reports concerning more than one 
patient were contained on one belt 
or disc. 

The American Hospital Associ- 
ation does not have responsibility 
for approving medical records ex- 
cept to the extent that adequate 
medical records are required in a 
hospital accepted for listing by 
the Association. The Joint Com- 
mission on Accreditation of Hos- 
pitals is responsible for reviewing 
hospital performance for quality 
of care. The surveyors must re- 
. ! view medical records to ascertain 

ss the quality of care being given. It 
For longest wear, easiest care is doubtful that they would find 
& untranscribed belts or discs ac- 


has the touch! ceptable-—HELEN D. MCGUIRE 
® 


the record? Instead of transcribing The purpose of medical records 





Air conditioning the OR 
If you want your next bedspreads and linens to last, look at 
Bates first. You'll find the freshest new colors . . . slow to soil, 
immune to fading. You'll get the richest new textures... woven 
to throw off wrinkles, thrive on washing. 
Only Bates can take all the use and abuse you can give them... 
and bounce back looking good as new! 


Would you please send information 
regarding air conditioning the operat- 
ing and delivery room areas? Is a 
central air conditioning system pref- 
erable to the use of separate window 
units? 


Two major points should be re- 
membered when planning to air 
condition the operating and de- 
livery room areas: 

1. Odor and bacteria may build 
up to objectional levels if the air 
is recirculated. 

2. Relative humidity should be 
maintained at not less than 50 per 
cent, at the temperature of the 
room. 

In general, a central air con- 


BATES RIPPLETTE 

Permanently crinkled cotton with 
reinforced weave provides for easy washing 
and extended “wear” qualities. 

Sizes 72 x 90",72 x 99”, 

72 x 108", 90 x 108”, all white. 


“COLONIAL” MATTRESS PAD—style 1302 
Non-lumping bed pad —preshrunk in 

width ...gives longer service with continued 
comfort. Light-weight structure assures 
easy laundering and quick drying. 

Sizes 17 x 18”, 26 x 34”, 38 x 72”, 


ew, 38 x 76", 52 x 76”. 
a 


Call your Bates distributor or write: The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 


problems are advised to consult their own attorneys. 





BATES FABRICS, INC., 112 W. 34TH ST., NEW YORK 1 - BOSTON - CHICAGO - ATLANTA - DALLAS - LOS ANGELES 


26 HOSPITALS, J.A.H.A. 





Its about time 


someone found a better way 
and here itis... 


An economical, easy-to-use unit for drainage collection 
that affords patient and nurse added convenience; saves 
time and money for your hospital. 


BARDIC STERILE 
BEDSIDE DRAINAGE BAG 


Unbreakable plastic, sterile; 
2000 cc. capacity. Transparent 
and calibrated for easy meas- 
urement of patient’s output. 


BARDIC DUAL HANGER 
Easily slipped over bed rail 
or side of wheel stretcher. For 
ambulatory patients, hanger 
serves as a handle. Durable 
plastic coating. 


Aids nursing care—provides a simple yet effective ‘‘closed system’’ 
without special connectors, stoppers or caps. Reduces offensive 
odors and prevents entrance of air-borne contamination. Sterile 
bag reduces danger of ascending infection. Unit is easily emptied 
without fuss or bother. 


Solves storage problem—500 bags occupy less shelf area than 
2 glass jugs or 4 used i.v. bottles. 


Simplifies housekeeping—the Bardic unit, suspended above the 
floor, helps maintain the neatness and clinical appearance of the 
modern hospital . . . keeps floor cleared for cleaning, does away 
with unsightly bottles; eliminates breakage and spilled urine. 


The Cost? . . . as little as 544¢ per day; less than the expense of 
collecting, washing, sterilizing and storing jugs or bottles. 


Cc. R. BARD, INC. SUMMIT, N. J. 


593 | ORDER FROM YOUR HOSPITAL SUPPLY DEALER 
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ditioning system is preferable to 
separate window units since the 
recirculation of air and safety 
hazards can be controlled much 
better. Window air conditioning 
units, however, are used in many 
hospitals. Although the first cost 
of a central system is considerably 
more than for window units of 
equal total capacity, the mainte- 
nance costs over a period of years 
will usually be more for the win- 
dow type air conditioners. 
Concerning safety problems, it 
is advisable for hospitals to fol- 


low the recommendation in the 
National Fire Protection Asso- 
ciation Bulletin No. 56, “Safe 
Practice for Hospital Operating 
Rooms”. This bulletin is available 
from the NFPA, 60 Batterymarch 
Street, Boston 10, Mass. 

The following articles cover the 
various aspects of air conditioning 
for hospitals and you may wish 
to review these for further infor- 
mation: 

Gaulin, R. P. Air conditioning 
the hospital. HOSPITALS, J.A.H.A., 
Jan. 1 and Jan. 16, 1957. 





Now keep all 
hospital hands 


GERMA-MEDICAe 


LIQUID SOAP WITH HEXACHLOROPHENE 


CLEAN 


This is the soap surgeons use. And 
Germa-Medica with Hexachloro- 
phene should be used by all hospital 
personnel to help keep their hands 
clean and germ-free. 

There are two sound reasons why 
you’ll want to use Germa-Medica 
with Hexachlorophene at every 
hand-wash station: 

Costs as little as one-tenth as much 

as other hand cleaning products. 

Can be diluted 4:1 with tap water 

and still reduce bacteria in areas 

cleaned well below safe levels with 
just a daily 3-minute wash. 


Won’t dry normal skin. Contains 
imported olive oil and an effective 
emollient. Will not leave hands 
irritated or sensitized. 


Doesn’t it make sense to help con- 
trol the spread of communicable dis- 
ease everywhere in your hospital? Let 
economical Germa-Medica with 
Hexachlorophene do the job. 


HUNTINGTON @® LABORATORIES 


Huntington, Indiana, or Toronto 2, Ontario 


[_] Send free sample and information on Germa-Medica 
Liquid Soap with Hexachlorophene. 


(_] Have representative call. 


NAME 
HOSPITAL 


ADDRESS 





Taylor, J. K. Recirculated air. 
HOSPITALS, J.A.H.A., May 1955. 
—G. A. WEIDEMIER 


Printing routine forms 
Please suggest readings concerning 
the advantages and disadvantages of a 
hospital printing department as op- 
posed to purchasing office forms from 
commercial firms, 


HOSPITALS, J.A.H.A., has pub- 
lished several articles on this sub- 
ject: 

BERGSTEDT, DONALD R. A hospi- 
tal printing department cuts costs, 
adds convenience. 25:75, January, 
1951. The results of 10 months of 
operating a printing department in 
a 340-bed hospital are discussed. 
This department effected a savings 
of 25 per cent of former printing 
costs. 

GLESNE, R. B. The case for do- 
it-yourself printing. 32:60-62, Feb. 
1, 1958. How a 242-bed hospital 
saved a substantial amount by 
purchasing an offset duplicator. 
Other advantages such as savings 
in storage space, minimum obso- 
lescence of forms and attractive 
community relations materials, are 
also discussed. 

HART, WILLIAM L. The case for 
don’t do-it-yourself printing. 32:8, 
April 16, 1958. In a letter to the 
editor, the author states that hos- 
pitals cannot expect to print stock 
forms as cheaply as they can buy 
them. 

KRAMER, D. C. Do _ hospitals 
‘farm out’ too many jobs—print- 
ing of routine forms, for example. 
33: 76-9, April 1, 1959. Using the 
production of hospital forms as a 
case in point, the author outlines 
the experience of one hospital in 
changing from purchasing routine 
forms to printing its own. 

In the January, 1958, issue of 
Hospital Management, (85:97) ap- 
peared ‘‘Economies in printed 
forms,” by Marvin J. Schumann. 
The April 1955 issue of Hospital 
Progress published “A question of 
printing: to buy or produce it?” 
by Francis J. Bath. 

The AHA library also has avail- 
able for short-term loan a thesis 
on the hospital duplication depart- 
ment by Don A. Myers and a 
comparative study on comparative 
costs and savings in printing done 
at St. Francis Hospital in Milwau- 
kee by J. H. Labinski. 

—HELEN YAST 
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All this for 
one monthly fee 


Enjoy the most modern x-ray facilities 
. avoid obsolescence losses 

No surprise ‘‘extras’"—covers periodic 

inspection, maintenance, replacement 

tubes, parts 

Freedom to add or replace equipment 

as improvements appear 

G.E. pays for insurance . . . assumes 

problem of collecting for equipment 

damage 


G.E. pays local property taxes 


‘f 


mimelas 


SMaucee Without capital outlay 


a 2 Sa et ee ae ee ee ee ee ee ee ee eee ae 


the difference Is ; 


rental 


Here’s the perfect answer for a cost-saving x-ray 
installation, easy to keep abreast of important new 
developments. G-E Maxiservice ties up none of 
your capital . . . eliminates trade-in losses—prog- 
ress determines your time for exchange, not 
finances. In effect, you contract for wtility, con- 
venience, flexibility and service, not for just 
equipment. 





For complete details, contact your G.E. X-Ray 
representative, or clip coupon below for your 
copy of our new Maxiservice booklet. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room L-67 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


Send your new 12-page MAXISERVICE booklet to: 


EN 
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61st Annual 
Convention and Exhibit, 
AMERICAN HOSPITAL 
ASSOCIATION, 
New York City— 
Colosseum, 
August 24-27, 1959. 
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THE WAY TO GO... 


UNITED 
AIR 
LINES 


N 
—_ ™ 


Nees 


Enjoy extra care at no extra fare! 
Choose luxurious First Class, or 
economical Air Coach. Radar on 
every plane. Fast, dependable 
schedules to suit your convenience 
on the convention route of the na- 
tion. For information write: M. M. 
Mathews, Megr., Convention Sales, 
United Air Lines, 36 S. Wabash, 
Chicago 3. Or see your travel agent 
and ask for his suggestion about 
combining a low-cost vacation with 
your convention trip. 


8 


(UNITED 


AIR LINES 
® 








ghinions and ideas 


LETTERS TO THE EDITOR 





Evaluation of drugs 


Dear Sir: 

I was interested to read the 
editorial on the American Hospi- 
tal Formulary Service of the 
American Society of Hospital 
Pharmacists that appeared in a 
recent issue of your Journal 
(“Reviewing the formulary”, HOS- 
PITALS, J.A.H.A., Feb. 1, 1959). 

The editorial itself is fine, ex- 
cept that I think it might be well 
to clarify the use of the word 
“evaluation” in the sentence at the 
end of the first paragraph which 
ends, “. . . subscribers will re- 
ceive new monographs as new 
drugs are evaluated, since this 
function has for some time been 
admirably fulfilled by the Council 
on Drugs of the American Medi- 
cal Association.” 

It has been my privilege to 
serve as chairman of the Commit- 
tee on Pharmacy and Pharmaceuti- 
cals of the ASHP, and while it is 
true that our committee does 
evaluate, we do not perform this 
function as authoritatively as does 
the Council on Drugs of the Ameri- 
can Medical Association. 

The difference between our 
“evaluations” of new drugs and 
those of the Council on Drugs re- 
sults from the different aims of the 
two groups. Our aim is to provide 
the most useful and reliable infor- 
mation for the various hospital us- 
ers of the Formulary as quickly as 
possible after the drug is placed on 
the market. To do this, we have to 
depend primarily on the manu- 
facturer’s literature and the limited 
amount of original literature which 
may have been published at that 
early date. 

The aim of the Council on Drugs 
is to provide an authoritative 
evaluation for the guidance of 
clinicians. They not only consider 
the literature but seek the opinions 
of expert clinicians in the field. 

I believe there is a definite need 
for both of these programs. We 
certainly need authoritative, im- 
partial evaluations of new drugs. 
But since many physicians do not 
wait for such evaluations, we also 


need American Hospital Formulary 
Service monographs which will 
provide the user with as much 
basic information as is available at 
that early date—WILLIAM M. 
HELLER, Ph.D., University of Ar- 
kansas Medical Center, Little Rock. 
x. oe * 
Dear Sir: 

On behalf of the members of 
the American Society of Hospital 
Pharmacists and hospital pharma- 
cists throughout the nation, I want 
to express our appreciation for 
the editorial, ‘reviewing the for- 
mulary”, which appeared in the 
February 1 issue of HOSPITALS, 
J.A.H.A. 

Your forthright approach to ap- 
plication of the formulary system 
is commendable and we realize 
the significance in reaching hospi- 
tal administrators and others con- 
cerned with the use of drugs in 
institutions throughout the nation. 
—GLORIA N. FRANCKE, secretary, 
American Society of Hospital 
Pharmacists. 


A ‘Thank you’ from Alaska 


Dear Sir: 

We were very proud to see our 
hospital on the cover of the Febru- 
ary 16 issue of HOSPITALS, J.A.H.A. 
At the time the issue arrived, we 
were “on our own”. The lease 
which the Woman’s Division of 
the Methodist Church had held for 
more than 25 years had expired 
February 8. They operated the 
hospital; the City of Seward owns 
the building. We are now operated 
by the Peninsula Community Hos- 
pital Association, a nonprofit cor- 
poration made up of members re- 
siding in towns throughout the 
Kenai Peninsula. 

As a note of interest: Our hospi- 
tal was financed through Alaska 
Public Works (APW) appropri- 
ations, the Department of Public 
Health, the Woman’s Division of 
Christian Service of the Methodist 
Church, and the City of Seward. 

May we add that Hill-Burton 
funds helped build Wesleyan Hos- 
pital (a nurses’ residence until 
July 1, 1958; now a chronic disease 
hospital with 19 tubercular pa- 
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tients). Hill-Burton did not help 
with ours. 

Again, please accept our “thank 
you” for putting us on the cover. 
It gave us “the lift’ we needed 
badly.—ELsIE HAVENS BLUE, R.N.. 
administrator, Seward General 
Hospital, Seward, Alaska. 


A matter of principle (al) 


Dear Sir: 

In a school it is the principal 
who counts. Regularly in Europe 
but infrequently in the United 
States, the principal counts the 
whacks he administers to erring 
students. 

The principal whacks the stu- 
dent because of principle. Usually, 
the student thinks that he (some- 
times she) is the true principal in 
the whacking. We believe that 
most students think whacking 
should be classified a cruel and 
unusual punishment which as a 
matter of principle should be for- 
bidden to everyone, including the 
principal. 

The courts hold otherwise. They 
believe that, on principle, the 
principal might whack the stu- 
dents, even though the students 
believe that the principal is put- 
ting punishment above principle. 

All of this is to apologize for the 
using of principal rather than 
principle on one occasion in Mr. 
Richard D. Wittrup’s article in our 
March 1 issue. This error is a bug- 
aboo of publishers. We apologize 
to Mr. Wittrup and we trust that 
our readers knew that he was 
talking about the whacking prin- 
ciple rather than the whacking 
principal. The Editor. 


Excuse us please ipa: Imagine 
the sweetness 


I appreciate your recent write- of air in a breezy 
: : summer meadow. Think 


up of me in your May 16 issue of ae , 
‘ of air just as clean and pure in 
ee ee ee er a home. Install Dust-magnets. For 
nigel oleageedlircenaceammagel: but I air conditioners and furnaces, Dust-magnet 
wees She to Oring & your at- “ filters trap particles as small as 4/10ths of 
tention an error that was made S a micron. They’re electrostatic, permanent 
on page 107. ...when dust-laden simply rinse clean and —q product of 
Although I did attend North- : replace in unit. No messy oil coatings. As © STODDARD 
western University’s program in youlive and breathe...installDust-magnets! © INDUSTRIES 


hospital administration, I did not 


graduate. = DUST: magnet filters 


I would appreciate it if this er- 


Dear Sir: 


ror could be corrected in a future 1545 Kingsbury Street « Chicago 22, Ill. 
issue.—ROBERT C. GILLESPIE, as- : > = 
sistant administrator, St. Anthony 4 wee ~~ & 
’ _ 
sit ite a . 


Hospital, Columbus, Ohio. 
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Procter & Gamble 
announces 


More than just a soap, washes away skin bacteria 


while leaving skin cleaner than any ordinary soap can! 


Zest is Procter & Garnble’s totally new kind of bath bar that’s ideal for 
hospital use. Sold only as a wrapped bar, Zest offers the ultimate 

in hygienic care of patients. Its new cleaning action leaves skin cleaner, 
clearer—completely free of sticky film. Zest’s new effective 

deodorant action helps patients feel comfortably fresh all day long 

after a bath. And equally important, Zest’s mildness is gentle 

on skin made tender by long confinement in bed. Your staff and patients will 
welcome the change! Order Zest today from your supplier. Or just write to: 


Qorctir-vientlk P.O. Box 599, Cincinnati 1, Ohio 
2 
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editorial notes 


—statistics take a toll 


.!TATISTICS CHARTING trends and 

tracing progress of one kind 
or another are issued periodically 
by a bewildering number of agen- 
cies both governmental and pri- 
vate. While these statistics are usu- 
ally interesting and sometimes 
impressive, their impact is likely 
to be limited by the very fact that 
they are statistics—small black 
figures arranged in rather tight 
columns with percentages or totals 
at the bottom. Often we are left 
to form our own conclusions, some- 
thing we don’t always take the 
time to do. 

However, statistics sometimes 
have a way of creating irresistible 
pressures which eventually ex- 
plode into a real-life situation that 
gives dramatic meaning to all the 
long rows of accumulating figures. 

Such a situation is the closing— 
for “lack of business’”—of Boston’s 
Haynes Memorial Hospital for 
Contagious Diseases, a unit of 
Massachusetts Memorial Hospitals. 
The hospital has served the city 
since 1908, when the death rate 
in the nation from infectious dis- 
seases was 690 per 100,000 popu- 
lation. Over the years that figure 
has dwindled steadily until now it 
is only 80 deaths per 100,000. 

In the early days of the Haynes 
hospital, more than 400 cases of 
scarlet fever were treated each 
year. More recently, during the 
poliomyelitis epidemic of 1955, 
more than 530 cases were exam- 
ined in the summer season alone. 
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With beds left empty in recent 
years, part of the building was 
converted for use as an industrial 
rehabilitation unit in which pa- 
tients suffering from neurological 
ailments were treated. 

With its closing next month, the 
Haynes hospital itself recedes into 
the statistics—the statistics of 
medical advances. 


—‘why, why, why? 


| peg shields shudder—at 
: the moment—against the 
boulders cast by the slings of out- 
rageous fortune. 

Insurance commissioners—and 
others—contend that inefficiency 
and abuse run rife through our 
hospitals. Wearing the wigs of 
judges and the mantles of men- 
tors, they lecture hospitals on how 
to run their quote business un- 
quote. Their evidence wouldn’t 
stand up in a court of law. But 
this isn’t a court of law. This is 
the court of public opinion. 

Public officials will read indict- 
ing headlines and indicting state- 
ments as an indictment—a prima 
facie case against hospitals. 

We live in a_ system which 
states as a matter of truth that we 
are innocent until proven guilty. 
But once a grand jury or a public 
official or the public itself estab- 
lishes what it believes to be a 
prima facie case, the accused is 
on trial. 

Under our system, the accused 
may always say “let ’em prove it.”’ 
This is permissible but perilous— 


especially if they can’t. We believe 
that in this case they cannot. 

We have our points and we must 
prove it. William S. McNary, ex- 
ecutive vice president of the Mich- 
igan Hospital Service (Blue Cross) 
told the Blue Cross Plans at their 
annual conference: 

“This is our biggest problem. It 
will not disappear. We can’t sweep 
it under the rug, We must face it 
and answer it to the satisfaction 
of government, of businessmen, of 
organized consumer groups and 
most of all to the satisfaction of 
the people we serve. The alterna- 
tive, of course, is slow strangula- 
tion of voluntary health insurance, 
followed inevitably and promptly 
by deterioration of our health care 
system which, with all its faults, 
is the best in the world today... 

“For the record, I personally be- 
lieve most of our general hospital 
care is provided in good, well run 
institutions. I believe these good 
hospitals are operated as efficiently 
and economically as most busi- 
nesses—perhaps better... But... 
the public wants proof of all of 
these things and unless we pro- 
vide such proof we are going to 
be in even worse trouble than we 
now are. And when I say ‘we are 
going to be in trouble’, I mean 
hospitals and Blue Cross, doctors 
and Blue Shield, insurance com- 
panies and every other agency as- 
sociated with this problem. . . 

“If we are to convince the peo- 
ple that their hospitals and their 
Blue Cross plans are well and eco- 
nomically run in the interest of 
their patients, we will have to 
take the story to them. Hospital 
management will have to over- 
come its. traditional reticence 
about revealing the detail of its 
financial and organizational struc- 
ture, .. 

“The handwriting is on the wall 
—in the sometimes farcical, some- 
times tragic and sometimes con- 
structive insurance department 
hearings; in the legislative cham- 
bers; in the newspaper editorials; 
in the union halls and in the in- 
dustrial budget conferences. All 
speak with one voice, ‘The cost of 
hospital care is high and still go- 
ing up. Is all this cost necessary? 
Is all money wisely spent? Can we 
get the hospital care we need for 
less money in some other way?’ 
Why, why, why?” 
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NORTHWEST view of the St. L6 Hospital’s entrance court 
shows Léger’s mosaic on the right, visitors’ entrance with 
vermilion-painted metal in the center, and outpatients’ en- 


FLOORING in entrance hall of St. L6 Hospital is dark green 
terrazzo. Reinforced free-standing columns are face-hammered 
and walls are covered with precast blocks of white cement and 


aggregate as on exterior facade. Flexible grid facade (right) 
is painted vermilion; on the left it gives onto interior garden 
courts leading to the elevator lobby; it is painted golden yellow. 


trance with blue-painted metal on the left. Nurses’ home 
faces west and forms a wind screen (right); in the center 
are service-room side of nursing units and elevator stack. 


From an integrated approach to desion : 


—— CHURCHILL has been 
proven correct all too often 
since he first observed that we do 
not shape our buildings, they shape 
us. In no area of architecture is 
the truth of this observation more 
pertinent than in hospital plan- 
ning. Here, environmental influ- 
ences have a crucial effect on the 
very will to live. 

The real problem inherent in 
Churchill’s observation lies in its 
converse: How can architectural 
form and decoration be developed 
to better shape our lives, to ac- 
celerate and enhance the thera- 
peutic process? 

If architects and interior de- 
signers, along with representa- 
tives of the other arts and sciences 
on the hospital planning team, are 
to recognize this problem and 
shape future medical buildings ex- 
pressive of a life-regenerating phi- 
losophy, then an entirely new 
methodology of design is de- 
manded. 

The approach to hospital plan- 
ning to be outlined and illustrated 


Paul Nelson, A.1.A., has his office in 
Paris. In the past two years he has been 
associated with a New York architectural 
firm, Ketchum and Sharp, Paul Nelson, 
Associated Architects. 
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a ‘hospital for life’ 





Architectural form and decoration 
ean shape the patients’ will to live, 
according to the author. He outlines 
a unique approach to hospital plan- 
ning that integrates the creativity of 
many specialists, and discusses the 
application of this method in the 
Franco-American Hospital, St. L6, 
France. 





here is essentially biotechnical; 
that is, it is based on the principle 
that design must be a _ natural 
growth stemming from the needs 
of the life involved. It proceeds 
by stages from the general to the 
specific, from the abstract analy- 
sis of ideal aims, functions and 
systems to the concrete synthesis 
of reality. Such an approach pro- 
vides procedures that assure max- 
imum objectivity on the part of 
the designer and maximum crea- 
tivity in the growth of the final 
form itself. 

The biotechnical approach calls 
for the maximum use of special- 
ists in each field to assure the 
most complete analysis in the defi- 
nition of life: it involves among 
others, the architect, the interior 
designer, the artist, the sculptor, 


the engineers, the scientist, and 
above all, the patient. 

This approach is dialectical in 
essence because it is based on a 
continuous interchange (opposi- 
tion and resolution) of the forces 
involved in the different fields. 
And finally, it relies for beauty 
on the contrapuntal form of har- 
mony that these melodies consti- 
tute as they enter into unison at 
certain points along the dimension 
of respect for the over-all aims 
and principles. 


METHOD OF ANALYSIS AND SYNTHESIS 


In the initial stage, which can 
be called nonarchitectural analy- 
sis, the over-all aims of the pro- 
posed project are evolved and an- 
nounced. These aims must express 
the governing ideas and principles 
that will guide and color the en- 
tire ensuing development of the 
project’s program, design and con- 
struction. They must serve as cri- 
teria for reference during analysis 
and synthesis so as to preclude 
factors that are not germane. Their 
content must attempt to distinguish 
this project from all others of like 
nature, if such be possible and it 
usually is, if it is sought. 
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These main premises_ should 
then be applied to ideal general 
concepts pertaining to each field 
of specialization. The interior de- 
signer should establish as soon as 
possible what he feels are his ideal 
objectives within the _ over-all 
premises. Starting fresh, with the 
idea of no limitations, he should 
develop and communicate his con- 
cepts of the ideal space units, the 
ideal module, the ideal furnish- 
ings, the ideal color arrangement, 
and so forth. Consequently, a great 
deal of research activity is in- 
volved at this point. Other spe- 
cialists will establish their ideal 
objectives, too, and these will be 
communicated to all concerned 
under the direction of the archi- 
tect whose function is to orches- 
trate the various elements into a 
harmonious whole. 

The second stage of this process 
—the architectural analysis—is 
devoted to the planning of ideal 
systems of interrelationships. Sche- 
matic and flow process charts es- 
tablishing ideal systems of func- 
tional relationships, of structure, 
of conditioning and of utilities are 
conceived in this stage. 

The third stage is called the 
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GREEN plastic floor tiles and yellow plastic wainscot tiling add color to 
the light-filled sun porch playroom of the pediatrics unit of St. L6 Hospital. 


WALL behind floor secretary's booth in visitors’ 


elevator lobby of St. Lo 
Hospital is dark red and wall to right at rear of waiting room is golden 
yellow. Door to left leading to two nursing units is veronese green; the 
rest is light grey. Flooring is green terrazzo. 


FLOORING in mother’s room of maternity unit in St. LO Hospital is grey 
plastic tiling. Wall behind beds is painted either light or dark vermilion 
red or golden yellow. Other walls and ceiling are light grey. Airplane 
kind of indirect light fixtures obscures source of light while distributing 
it evenly on ceiling. The fixture swivels for maintenance. 

ALL PHOTOS: KETCHUM & SHARP—PAUL NELSON, ASSOCIATED ARCHITECTS 














architectural synthesis. Stages one 
and two are integrated and the 
ideal space plans are reshaped in 
accord with the basic premises of 
the program and the realities of 
economics, site, building tech- 
niques, etc. At this point in the 
dialectical method, the design first 
crystallizes. But it is not frozen 
in a dogmatic, authoritarian man- 
ner. Every person on the building 
group is in continuous interaction, 
striving constantly to project his 
objectives as close to the ideal as 
possible. Therefore, while some 
compromise is unavoidable (and, 
of course, there is no such thing 
as an “ideal’’ form since man is 
always in dynamic interaction 
with his environment and chang- 
ing it) the result is a harmony of 
the objectives of each. 


METHOD SHOWN IN THE USE OF COLOR 


This method of approach is well 
illustrated in the Franco-American 
Memorial Hospital, St. Lo, France. 
It is reflected in every aspect of 
planning, from basic conception 
through framing of the program 
of requirements to every element 
of decor. Take, for example, the 
employment of color. 

My associates and I did not 
merely think up some pleasing 
color combinations, or a ‘‘compati- 
ble color arrangement’ as_ the 
modern cliché goes. Nor did we 
first undertake mathematical cal- 
culations to decide what reflec- 
tance values the surfaces should 
have with a given amount of il- 
lumination. 

What we did do was concentrate 
on our basic premises. This was 
to be a “hospital for life,’ whose 
every aspect would contribute to 
the health-restoring process. In- 
tegral to this theme was the con- 
cept of conditioning the visitor. 
The psychological effects of the 
visitor’s mood and behavior in 
conditioning the patient have often 
been commented upon, but it was 
at St. L6 where the planning of 
these effects was first integrated 
with a consideration of the use of 
color. 

And so, without preconceived 
ideas, we commenced our color 
planning. From the very begin- 
ning we worked with the brilliant 
artist Fernand Léger, who exe- 
cuted the sweeping, colorful mo- 
saic mural along with the wall at 
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the visitors’ entrance. He wanted 
to stress pure colors. At the same 
time, we wanted to assure a vari- 
ety of different mood experiences 
for the visitors, the staff, and the 
different types of patients. We 
also wanted to tie in the interior 
color scheme with the exterior 
color scheme. These were among 
the ideal objectives of the build- 
ing team insofar as color was con- 
cerned. And these ideal color goals 
were interrelated with ideal con- 
ceptions of lighting, space ar- 
rangements, furnishings and so 
forth. 


MOOD STIMULATION 


We realized the desirability of 
separating patient traffic from vis- 
itors’ traffic in order to stimulate 
one mood in the visitor and an- 
other mood in the patients. We 
did not wish to risk instilling 
gloom in the former—a demonstra- 
tion of the influence of our basic 
premises on the layout and the ar- 
chitectural form. Specifically, vis- 
itors should sense an atmosphere 
of confidence and vitality and pass 
this mood along to the patients. 
Contrary-wise, seriously ill pa- 
tients should not be stimulated. 
They should be in a completly 
relaxed atmosphere. Recuperative 
and chronically ill patients, on the 
other hand, benefit from a warmer, 
more lively environment. 

It is difficult to describe in de- 
tail the thinking processes that led 
to our solution but a brief descrip- 
tion of the final color arrangement 
should suggest how the ideal re- 
quirements were realized. 


LIFE-GIVING COLOR AND LIGHT 


To begin with, the hospital’s 
principal facade is composed of a 
vast grid comprised of two-foot- 
square glazed metal frames. Each 
room, consequently, is lighted by 
a wall of glass. Of importance is 
that the grid module is of a size 
that evokes neither an insecure 
feeling of complete openness nor 
a prison-like impression of con- 
finement. 

In the one-and two-bed rooms, 
most of the surfaces are a restful 
white-grey with the wall behind 
the patient(s) painted a strong 
pure color—golden yellow, light 
or dark red—to provide a warm 
reflection throughout the entire 
room. In the four-bed rooms it 


was impossible to “hide” a bright 
wall. Therefore, all of the walls 
were painted white-grey and the 
plastic-tiled floor became the bril- 
liantly colored surface. Even on 
grey rainy days, as Dr. R. F. Bridg- 
man, France’s outstanding hospi- 
tal authority, wrote recently in 
regard to the St. L6 Hospital, ‘the 
soft but vivid light which bathes 
the rooms irresistibly evokes the 
presence of the sun.” 

To accentuate the experience of 
the life-giving colors in the pa- 
tients’ rooms, cool colors are used 
in the corridors. Doors are bril- 
liant green and floors are grey rub- 
ber tile. Walls are of grey plastic 
tile to a height of four feet and 
then a white-grey on upper walls 
and ceilings. Yet, even these tones 
are counterpointed with bright 
areas. For example, the wall at the 
end of every corridor is a spar- 
kling orange. In addition to lend- 
ing a touch of warmth, the orange 
also provides the illusion of shorter 
corridors. In the pediatric units 
the doors are painted a bright yel- 
low inside and out in order to 
convey a pervasive mood of opti- 
mism, a context of life for the 
visiting family. Here, too, the en- 
trances to the rooms are broader 
and large expanses of glass permit 
an open view into the corridor. 

On every floor, red elevator 
doors set a sanguine color key. 
This contrasts with the golden 
yellow entrance of the nursing 
unit which, in turn, stands out 
from a dark vermillion back- 
ground. In other terms, we have 
the dialectical opposition and res- 
olution of forces inherent in the 
very use of colors as a result of 
an approach that demands and re- 
spects the interaction between 
psychological aims and architec- 
tural requirements. 

This design philosophy is ex- 
pressed in every area of the hos- 
pital. As Dr. Bridgman has stated, 
‘“‘When the patient leaves his room 
to go to the diagnosis and treat- 
ment rooms, he finds an unsus- 
pected surprise there, as well. For 
he penetrates into a sky-blue en- 
vironment which engenders a feel- 
ing of repose, relaxation and con- 
fidence.” 


MURAL COLORS INTEGRATED 


The interior color scheme is in- 
(Continued on page 103) 


HOSPITALS, J.A.H.A. 





OF 
BEDS 


AND INPATIENTS 


. . + it is laid down that ‘for 
statistical purposes, a bed should 
be regarded rather as a service 
than as a particular article of 
furniture.’ In other words, ‘the 
bed-complement of a_ hospital 
refers to the number of units of 
bed-service the hospital is or- 
ganized to operate as its stand- 
QFE. «oot 


HE CONCEPT of a hospital bed 
§ pa representing a set of serv- 
ices furnished to patients by the 
hospital has been largely lost in 
the patient-center field. The 1957 
Guide Issue of HOSPITALS, J.A.H.A., 
gave the figure of 1,607,692 as the 


national total of hospital beds. 
Were all of these beds counted be- 
cause of the physician and para- 
physician services that were pro- 
vided for patients occupying them? 
Or were the beds tabulated simply 
because they were in a “hospital’’? 
We believe the latter to be the 
case, that there is at present a 
number of “hospital” beds that 
should not be counted as such if 
service is the key criterion. 
Consider the example of a state 


At the time this paper was written, Don 
Chill and Edward Johnson were research 
associates, and Alan E,. Treloar was di- 
rector of research, Hospital Research and 
Educational Trust. 

At the present time, Don Chill is a 
special consultant to the National Institutes 
of Health and Alan E. Treloar, Ph.D. is 
chief, Statistics and Analysis Branch, Di- 
vision of Research Grants, National Insti- 
tutes of Health, Bethesda 14, Md. 
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psychiatric inpatient center listed 
as a 2400-bed hospital. Approxi- 
mately 2000 of these beds are 
occupied by patients who do not 
receive, and in some instances do 
not require, hospital services for 
psychiatric treatment. If we de- 
fine beds in terms of services being 
given to patients, this particular 
psychiatric inpatient center has 
400 hospital beds and 2000 para- 
hospital beds. 

A similar problem of 
fication of beds arises in those 
general hospitals that have, or that 
plan to have, a parahospital as 
part of their patient center. In 
these instances a means must be 
found for developing a more ex- 
act description of the total patient 
center if various analyses and 
statistics (such as occupancy and 
length-of-stay figures) are to re- 
tain any value. Such a means does 
exist in the reestablishment of the 
service concept in definitions for 
beds and inpatients. 

The methodology used in con- 
structing systems of definitions for 
key patient-center terms has been 
explained and illustrated in the 
articles, “Sense, or Jabberwocky’? 
and “Ordered Definitions’’’. Con- 
tinuing within the framework of 
that method, let us proceed to the 
patient system. 

In outline 


classi- 


form, the patient 


system to be considered here 

would appear as follows: 

Patient 

Inpatient 
Basic inpatient 
Parabasic inpatient 
Atypic inpatient 

Newborn 

Outpatient 

The most general definitions in 
this system are those for patient, 
inpatient, newborn and _ outpa- 
tient: 

A PATIENT is a person receiving physi- 
cian, dental, or paraphysician services. 

An INPATIENT is a patient (other than a 
newborn) who is given patient-center 
lodging in receiving physician, dental, 
or paraphysician services. 

NEWBORN is a patient who is born in 

an inpatient center (or is so accepted) 

and is given lodging therein while 
receiving physician or paraphysician 
neonatal services. 

An OUTPATIENT is a patient who is not 
given patient-center lodging in re- 
ceiving physician, dental, or paraphy- 
sician services. 

The sense in which the word 
“lodging” is used in the above def- 
initions should perhaps be clari- 
fied. Webster’s New International 
Dictionary defines 
“Dwelling; abode; habitation; esp., 


lodging as 


temporary abode; sleeping place; 
quarters”. Since “lodging” is the 
verbal noun for the verb “lodge’”’, 
its interpretation may be amplified 
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by Webster’s definitions for the 
verb: “To provide quarters for; 
to give a sleeping place or a place 
of abode to, esp. temporarily. . . 
Hence, to receive as a guest or 
denizen; to accommodate; specif., 
to take as a lodger.”’ “Lodging” in 
the inpatient definition is inextri- 
cably tied to the words “in re- 
ceiving physician, dental and para- 
physician services’. Such lodging 
must be essential for medical rea- 
sons, in the receiving of those serv- 
ices. Since the lodging is contingent 
upon the types of service each in- 
patient requires, lodging is in fact 
delineated further by the inpatient 
category to which it pertains. 
HOSPITAL AND PARAHOSPITAL PATIENTS 
Definitions of patient, inpatient, 
newborn, and outpatient are appli- 


cable to either a hospital or a para- 
hospital: 


A HOSPITAL PATIENT is a person receiv- 
ing physician, dental or paraphysician 
services in a hospital or the hospital 
section of a patient center. 
PARAHOSPITAL PATIENT is a person re- 
ceiving physician, dental, or paraphy- 
sician services in a parahospital or 
the parahospital section of a patient 
center. 

HOSPITAL OUTPATIENT is a patient who 
is not given lodging in receiving phy- 
sician, dental or paraphysician serv- 
ices in the hospital. 
PARAHOSPITAL OUTPATIENT is a pa- 
tient who is not given lodging in re- 
ceiving physician, dental or paraphy- 
sician services in the parahospital. 
An example of a parahospital 
outpatient would be a student re- 
ceiving treatment on an outpatient 
basis in a college infirmary that 

did not meet the definition of a 

hospital but would fulfill the defi- 

nition of a short-term parahos- 
pital. 


A HOSPITAL NEWBORN is a patient who 
is born (or is so accepted) in a hos- 
pital (or the hospital section of a 
patient center) and is given lodging 
therein while receiving physician or 
poraphysician neonatal services. 


PARAHOSPITAL NEWBORN is a patient 
who is born (or is so accepted) in a 
parahospital (or the parahospital 
section of a patient center) and is 
given lodging therein while receiving 
physician or paraphysician neonatal 
services. 


The definitions of hospital in- 
patient and parahospital inpatient 
may be written in the same man- 
ner, keeping in mind that lodging 
in a hospital or a_ parahospital 
means being lodged in those areas 
where the services called for in 
the definitions of hospital and para- 
hospital are being provided. 





110,000 VISITORS PASS THROUGH ‘HOSPITAL CORRIDOR’ 


More than 110,000 persons viewed some 80 scientific 
displays and demonstrations at a Health Fair held this 
spring in Columbus, Ohio. It was sponsored by the Colum- 
bus Academy of Medicine in cooperation with Columbus 
liospital Federation and other professional organizations 
in the area, including the Columbus Dental Society; Cen- 
tral Ohio Academy of Pharmacy; Central Ohio League for 
Nursing, and District No. 12, Ohio State Nurses Associa- 
tion. The Federation, with its affiliated organizations, was 
a major participant in the fair. 

The event, completely noncommercial and free to the 
public was financed by member physicians of the Colum- 
bus Academy of Medicine and the participating organiza- 
tions. All commercial exhibits and commercial credits were 
excluded. 

Ten thousand eighth grade students were taken through 
ihe exhibits on specially arranged school tours during the 
morning and afternoon, after which the show was open 
to the public until 10 p.m. 

The five-day Health Fair was designed to present medi- 
cal information in an educational manner and to attract 
more persons into medicine and other health careers. 


ONE OF the 18 departments displayed at the Columbus Health 
Fair w7s surgery. The exhibit demonstrated an open heart operation. 


aii ae , 
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Outstanding displays included: 

e A hospital corridor, demonstrating hospital activities 
from admission through discharge. 

e Juno, the Dominican Republic's transparent plastic 
woman. 

e The American Medical Association's ‘Life Begins’ 
display, which presented the basic concept of anatomy 
associated with conception and birth, was one of 30 
AMA exhibits. Physicians were on duty at all hours of 
the day, as were other personnel directly related to 
these exhibits. 

e An Atomic Energy Commission display, depicting a 
summary of atomic energy and showing peacetime uses 
of isotopes in medicine. 

The hospital corridor, designed to reproduce a hos 
pital for educational and recruiting purposes, was de- 
veloped and financed by the Columbus Hospital Federa- 
tion and its member hospitals. This was the first such 
extensive hospital display—including 18 hospital de- 
partments—to be exhibited at a health fair. Key people 
appointed by the administrators of participating hospitals 
were responsible for the operation of their exhibits and 
participating paramedical societies cooperated in the 
career and professional aspects. 

Manufacturers and suppliers cooperated fully in do- 
nating hospital equipment for the display without credit. 

A complete history of the hospital corridor exhibit soon 
will be available on loan from the American Hospital 
Association library. The Columbus Hospital Federation 
also plans to have a color movie available on loan. ® 
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A HOSPITAL INPATIENT is a patient (other 
than a newborn) who is given lodg- 
ing in a hospital (or the hospital sec- 
tion of a patient center) in receiving 
physician, dental, or paraphysician 
services. 

For this definition, the inpatient 
must be lodged in that area of 
the hospital where, according to 
the definition of hospital,* con- 
tinual physician services and con- 
tinuous nursing services (regis- 
tered or licensed practical, or the 
equivalent) are being provided. 
Similarly, the parahospital inpa- 
tient must be in that area as de- 
lineated in the definition of para- 
hospital.** 

A PARAHOSPITAL INPATIENT is a patient 
(other than a newborn) who is given 
lodging in a parahospital (or the par- 
ahospital section of a patient center) 
in receiving physician, dental, or par- 
aphysician services. 

Although this set of definitions 
provides a framework for defi- 
nitions of patient-center beds, this 
framework must be filled out 
through a further delineation of 
types of inpatients. 


INPATIENTS 


A BASIC INPATIENT is an inpatient who 
requires continual physician services 
and continuous nursing services (reg- 
istered or licensed practical, or the 
equivalent). 

The point has been made in 
“Ordered Definitions” that provid- 
ing continual physician services 
requires at a minimum that the 
management of the patient is 
under continued direction of the 
physician and that providing con- 
tinuous nursing services also re- 
quires at a minimum that nurses 
exercise continuous supervision of 
the patient. Continuous nursing 
service does not require direct 
presence of nursing personnel at 
the bedside with the patient. 
Precise usage of the words con- 
tinual and continuous is crucial to 
these definitions. 

A PARABASIC INPATIENT is an inpatient 
(other than basic) who requires the 
continuous services of nurses’ aides 
or the equivalent. 


*A HOSPITAL is an inpatient center 
with (1) continual physician services, and 
(2) continuous nursing services (registered 
or licensed practical, or the equivalent) and 
other adequate paraphysician services. 

oA PARAHOSPI AL is an inpatient 
center with the continuous services of 
nurses’ aides (or the equivalent) who are 
supervised by a registered nurse or 
licensed practical nurse (or the equiva- 
lent) who in turn is under the direction 
of a physician. 
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An ATYPIC INPATIENT is a person who 
is admitted to, or remains in, a pa- 
tient center as an inpatient, but who 
does not require (a) physician, dental 
or paraphysician services, or (b) lodg- 
ing in receiving such services. 


Because the objective in defi- 
nition is that of describing and de- 
lineating what is, the classification 
of ‘‘atypic inpatient” had to be de- 
vised. In the present operation of 
hospitals or parahospitals, any pa- 
tient who is given patient-center 
lodging is considered to be an in- 
patient whether or not such lodg- 
ing is based on his need for phy- 
sician, dental, or paraphysician 
services. Since the atypic inpa- 
tient’s lodging is not necessary to 
the receiving of such services, the 
atypic inpatient, then is an in- 
patient who is “not of the typical 
character” of other’ inpatients 
(atypic is defined in Webster as 
“Not of typical character: irregu- 
lar: unlike the type’). As a class, 
atypic inpatients are those who 
might be outpatients, or those who 
are actually only boarders. 

The differentiation of atypic, 
parabasic, and basic types of in- 
patients stems from the services 
required in their respective defi- 
nitions. Analysis of these require- 
ments will show that the basic 
inpatient is the true hospital in- 
patient, and that the parabasic in- 
parahospital 


patient is the true 


inpatient. 
INPATIENT COUNTS 


In outline form, the system for 
inpatient counts can be presented 
as follows: 

Patient-center inpatient count 

Hospital inpatient count 
Hospital 
count 
Hospital parabasic-inpatient 
count 
Hospital atypic-inpatient 
count 
Parahospital inpatient count 
Parahospital basic-inpatient 
count 
Parahospital parabasic-in- 
patient count 
Parahospital atypic-inpa- 
tient count 

The difference in meaning of the 
verbs “require” and “give” in the 
various inpatient definitions as- 
sumes added importance in the 
patient counts. The following defi- 


basic-inpatient 


nitions depend on the inpatient 

definition, and therefore on the 

verb “give” in the phrase “given 
patient-center lodging” in the in- 
patient definition. 

The PATIENT-CENTER INPATIENT COUNT 
is the number of inpatients in an in- 
patient center at a given time. 

The HOSPITAL INPATIENT COUNT is the 
number of inpatients in the hospital 
(or in the hospital section of an in- 
patient center) at a given time. 


The PARAHOSPITAL INPATIENT COUNT is 
the number of inpatients in the para- 
hospital (or in the parahospital sec- 
tion of an inpatient center) at a given 
time. 


The following definitions are 
aimed at presenting a 
whereby the individual hospital or 
parahospital may determine, if it is 
so desired, the type of patient be- 
ing cared for. Since the counts 
depend on the 
parabasic-inpatient, and atypic-in- 
patient definitions, the verb ‘“re- 
quire” becomes of paramount im- 
portance in 
definitions. 


means 


basic-inpatient, 


applying the count 


The HOSPITAL BASIC-INPATIENT COUNT 
is the number of basic inpatients in 
the hospital (or in the hospital section 
of an inpatient center) at a given 
time. 


The HOSPITAL PARABASIC-INPATIENT 
COUNT is the number of parabasic in- 
patients in the hospital (or in the 
hospital section of an inpatient cen- 


ter) at a given time. 


The HOSPITAL ATYPIC-INPATIENT COUNT 
is the number of atypic inpatients in 
the hospital (or in the hospital sec- 
tion of an inpatient center) at a given 
time. 


The PARAHOSPITAL BASIC-INPATIENT 
COUNT is the number of basic inpa- 
tients in the parahospital (or in the 
parchospital section of an inpatient 


center) at a given time. 


The PARAHOSPITAL PARABASIC-INPA- 
TIENT COUNT is the number of para- 
basic inpatients in the parahospital 
(or in the parahospital section of an 
inpatient center) at a given time. 


The PARAHOSPITAL ATYPIC-INPATIENT 
COUNT is the number of atypic inpa- 
tients in the parahospital (or in the 
parahospital section of an inpatient 
center) at a given time. 


Two points of general interest in 
the inpatient-count system should 
be amplified: 

1. Newborns are excluded by 
definition from the inpatient counts 
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because of their exclusion from the 
inpatient definition. Newborns 
therefore require their own count 
independent of the inpatient 
counts. 

2. The concept introduced in the 
inpatient-count system of differ- 
entiating hospital or parahospital 
areas of service makes it possible 
to determine the categories of in- 
patients in those patient centers 
that are a combination of a hospi- 
tal and a parahospital. 


BEDS 


In outline form, the bed system 
would appear as follows: 
Patient-center bed 
Hospital bed 
Parahospital bed 

A PATIENT-CENTER BED is one to which 
inpatients are regularly assigned upon 
admission to an inpatient center. 

A newborn crib (or bassinet or 
incubator) * is not considered to be 
a patient-center bed. By definition, 
a patient-center bed is maintained 
for inpatients; as has been pointed 
out, the inpatient definition ex- 
cludes newborns. Only when the 
newborn is admitted (or is reas- 
signed) as an inpatient will the 
“bed” he then occupies be labeled 
as a hospital bed or parahospital 
bed, and thus, as a patient-center 
bed. 

A HOSPITAL BED is a patient-center bed 
regularly maintained in a_ hospital 
area providing basic-inpatient serv- 
ices. 

PARAHOSPITAL BED is a patient-center 

bed regularly maintained in a patient- 

center area providing parabasic-in- 
patient services. 

These definitions reintroduce the 
service concept into the classifi- 
cation of beds: the hospital bed is 
described in terms of basic-inpa- 
tient services associated with it and 
the parahospital bed, by associated 
parabasic-inpatient services. What 
are basic-inpatient services and 
parabasic-inpatient services? Ref- 
erence to the definitions for basic 
and parabasic inpatients will pro- 
vide the answer. 

This restoration of the service 
concept returns to reality the 
classification of types of beds in a 
patient center. Where services are 

*A NEWBORN CRIB (OF BASSINET OF INCU- 
BATOR) is one to which newborns are regu- 
larly assigned in an inpatient center. A 
HOSPITAL NEWBORN CRIB iS a newborn crib in 
a hospital section of a patient center. A 
PARAHOSPITAL NEWBORN CRIB is a newborn 


crib in a parahospital or the parahospital 
section of a patient center. 
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not given there is no problem. For 
example, the 2400-bed psychiatric 
inpatient center referred to in 
paragraph 2 of this article has 
more parahospital beds than hos- 
pital beds. Whether this is due to 
design, or to lack of personnel, or 
to inadequate funds is immaterial 
to classification of the beds. The 
fact is that basic-inpatient services 
were not given to the majority of 
patients occupying beds in that in- 
patient center. 

That a patient occupying a bed 
may have more or less services 
than those called for in the defi- 
nition does not necessarily alter 
the classification of the bed. For 
example, a parahospital may have 
a patient who becomes acutely ill 
and for a period of time, basic-in- 
patient services may be focused on 
that inpatient. But the bed oc- 
cupied by this inpatient does not 
become a hospital bed: the bed is 
not regularly maintained with 
these basic-inpatient services and 
the bed is not in a hospital or hos- 
pital “area” of a patient center. 
Similarly, parabasic inpatients and 
atypic inpatients sometimes may be 
found in hospital beds. These beds 
do not thereby become parahospi- 
tal beds; they are “regularly 
maintained in a hospital area pro- 
viding basic-inpatient services” 
and it is expected that such beds 
normally will be occupied by basic 
inpatients. 

The major difficulty in deter- 
mining the types of beds in a pa- 
tient center arises in those situ- 
ations where staffing in an area 
of an inpatient center makes it 
appear that basic-inpatient serv- 
ices are being given. In the above 
example of parabasic and atypic 
inpatients in hospital beds, assume 
that these beds continue to be 
occupied by parabasic and atypical 
inpatients, and that other beds in 
that area become similarly occu- 
pied. If this pattern proves con- 
stant, the area eventually must be 
considered a parahospital unit and 
the beds parahospital beds despite 
any retention of the area’s staffing 
on a full “hospital” service level. 
To repeat, services must be per- 
formed in behalf of the patients. 
An area occupied by parabasic and 
atypic inpatients who do not re- 
quire basic-inpatient services can 
no longer be considered a basic in- 
patient area. Again, in a classifi- 


cation system, unnecessary services 

cannot be considered true services. 

The same reasoning applies to a 
parahospital that attempts to create 
a hospital unit. Staffing for basic- 
inpatient services can occur, but 
to be considered basic-inpatient 
services, those services must be 
provided for basic inpatients, not 
parabasic inpatients. Furthermore, 
in order to qualify as a hospital, 
the unit of the parahospital would 
have to include the other para- 
physician services required in the 
general or special hospital defi- 
nitions. 

BED COUNTS 

The PATIENT-CENTER BED COUNT is the 
number of patient-center beds in an 
inpatient center. 

The HOSPITAL BED COUNT is the number 
of hospitals beds in the hospital (or 
in the hospital section of an inpatient 
center). 

The PARAHOSPITAL BED COUNT is the 
number of parahospital beds in an 
inpatient center. 

The following examples of bed 
counts in patient centers will serve 
to clarify further these definitions 
and those of the inpatient-count 
system. Counts of total inpatients 
and patient days, as they would 
arise under these definitions, will 
not differ from the values currently 
in use. 

Example I. A general hospital of 
200 beds provides basic-inpatient 
services for all of the beds. The 
beds either are, or are expected to 
be, occupied by basic inpatients. 
The hospital bed count is 200. 
Given 150 inpatients, the hospital 
inpatient count is, of course, 150. On 
further study it might be judged 
by hospital staff that 30 of these 
inpatients do not require “hospital” 
or basic-inpatient services. This 
would mean that there are only 
120 hospital basic inpatients. The 
30 who do not require hospital 
services may prove to be 18 hospi- 
tal parabasic inpatients, and 12 
hospital atypic inpatients. 

Example II: This same general 
hospital now adds a general para- 
hospital unit of 30 beds. The bed 
count for the total patient center is 
increased to 230 patient-center beds 
composed of 200 hospital beds and 
30 parahospital beds. Full occu- 
pancy of the parahospital unit and 
75 per cent occupancy of the 
hospital section would give the 
following counts: patient-center 
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inpatient count—180; hospital in- 
patient count—150; parahospital 
inpatient count—30. In this type of 
situation (a general hospital with 
a parahospital unit as has been 
pointed out, it is necessary to sepa- 
rate the statistics of the hospital 
and parahospital sections in order 
to retain meaning in such measure- 
ments as occupancy and length-of- 
stay figures. The general parahos- 
pital unit with its increased 
occupancy and length-of-stay 
should not be allowed to increase 
these figures incorrectly for the 
general hospital. As in Example I, 
the hospital may break down its 
inpatient count on a basic, para- 
basic and atypic basic. 

Example III: A 2400-bed psychi- 
atric inpatient center provides 
basic-inpatient services for 400 
beds and parabasic-inpatient serv- 
ices for 2000 beds. The bed counts 
are 2400 patient-center beds, 400 
hospital beds, and 2000 parahospi- 
tal beds. It is reasonable to assume 
that the hospital area will have 
basic inpatients only. Again, with 
further study, the parahospital 
area inpatient count might just as 
reasonably break down into some- 
thing like the following: 1000 


parahospital basic inpatients, 600 
parahospital parabasic inpatients 
and 400 parahospital atypic inpa- 
tients. Adding basic-inpatient hos- 
pital services for basic inpatients 
in the parahospital unit would 
make hospital beds out of the para- 


hospital beds. Similarly, para- 
hospital basic inpatients would be- 
come hospital basic inpatients. In 
both instances, the beds and in- 
patients now should be considered 
part of the hospital area of the 
psychiatric inpatient center. 

Example IV: A parahospital can 
have a bed count only in terms of 
parahospital beds. If it has 40 beds, 
full occupancy means a parahospi- 
tal inpatient count of 40. These 
might be classified as 5 parahos- 
pital basic inpatients, 30 parahos- 
pital parabasic inpatients, and 5 
atypic inpatients. 

These examples complete the ex- 
position of the patient and bed 
systems. It is understood that pa- 
tients and beds may be further 
classified in any number of sys- 
tems that are overlay to (i.e., may 
be superimposed upon) these sys- 
tems. For example, children are 
separated from adults for service 
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reasons (including equipment), 
thus producing different types of 
beds. Patients are commonly cate- 
gorized according to a _ specialty 
field of medicine (surgical, obstet- 
rical, psychiatric, etc.), potentially 
generating special bed _ desig- 
nations. Further, patients may be 
segregated for a specific disease, 
again generating special bed desig- 
nation through use of appropriate 
adjectives. Circumstances will de- 
termine the limits to which 
specialization will proceed, and 
those limits will be pushed further 
afield with the passage of time. 


PATIENT MANEUVERABILITY 


The ability (or freedom) of a 
patient to move is an important 
factor in designation of hospital 
and parahospital services and 
equipment. A systematic approach 
to this problem in definition is 
suggested in the paragraphs below. 

Patients may be classified with 
respect to maneuverability as 
follows: 

Ambulant patient 

Nonambulant patient 

Mobile patient 
Semi-mobile patient 
Bedfast patient 

These definitions are suggested: 
An AMBULANT PATIENT is a patient who 

is able to walk without the aid of 

another person, and with or without 
the aid of mechanical equipment. 

NONAMBULANT PATIENT is a patient 

other than an ambulant patient. 

MOBILE PATIENT is a nonambulant pa- 

tient who is unable to walk but who 

is able, independently of another per- 
son, to move from place to place with 
the aid of mechanical equipment. 

The order of an attending phy- 
sician may prescribe that a patient 
who is physically able to walk 
must remain in bed. Abiding by 
hospital regulations, this patient is 
now “unable to walk.” 

A SEMI-MOBILE PATIENT is a nonambu- 
lant patient who is able to move from 
place to place only with the assistance 
of another person and with or with- 
out the aid of mechanical equipment 
other than a bed (or equivalent). 
BEDFAST PATIENT is a nonambulant 
patient who is unable to move or be 
moved from place to place except 
upon a bed (or equivalent). 


CONCLUSION 

Classification systems, and the 
definitions for the terms in those 
systems, have been devised in this 
series (“Ordered Definition” and 


“Of Beds and 
services, patient centers, patients 
(including counts), beds (includ- 
ing counts), and patient maneuver- 
ability. This work is but a begin- 
ning; much remains to be done. 

Numerous terms in the patient- 
center field not already considered 
by us readily indicate that the op- 
portunity for definitive work 
abounds. Admissions, transfers, 
discharges, and related terms might 
be formed into one system. A pa- 
tient-condition system could show 
the relationship among such terms 
as illness, disease, injury, handi- 
cap, impairment, and so on. The 
terms acute and chronic might be 
united with the terms convales- 
cence and rehabilitation as part of 
such a patient-condition system, or 
it might be found that these terms 
require a separate system of defi- 
nitions. Certainly their present ex- 
tensive usage warrants indepen- 
dent analysis. 

If every word in the hospital 
field were defined to everyone’s 
satisfaction, however, work on def- 
initions would not cease. Language 
grows and changes in spite of all 
efforts to maintain rigor through 
constancy. This is especially to be 
expected in those fields where 
progress takes place at a rapid rate. 
The specific definitions presented 
in this and the previous article 
(“Ordered Definitions”) undoubt- 
edly will require revision to incor- 
porate changing concepts as the 
patient-center field continues its 
progress. 

There is one aspect of this work 
that will not change. For centuries 
man has proven the value of pat- 
terned knowledge, of systematized 
understanding. The specific defi- 
nitions presented in this series re- 
quire future implementation to 
prove or disprove their empirical 
worth, but no one will deny the 
necessity of organizing knowledge 
on a systematic basis in order to 


Inpatients”) for 


expedite gains in further knowl- 
edge. It is hoped that the systems 
devised in this work will point the 
way to other systems and, thus, to 
greater knowledge. s 
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by LOETA ALLEN 


AN HARDIN County General Hos- 
pital, Rosiclare, Ill., it has 
been demonstrated that a small 
hospital of 25 beds, or even less, 
can have administrative controls 
and revenue patient statistics 
analysis on a par with those found 
in much larger hospitals. 

Until a few months ago, we op- 
erated 18 beds in quarters that 
had become inadequate. Thanks 
to a Hill-Burton and community- 
financed building program, we 
now operate a completely new 
25-bed institution that can effi- 
ciently serve as many as 33 beds 
if necessary. 

When the hospital’s board of 
trustees decided to construct a 
new hospital, it also decided that 
sounder fiscal controls were an 
absolute necessity. On our board 
are several industrial executives, 
who, from their own experience, 
realized that patient care 
starts with applying sound busi- 
ness practices to hospital admin- 
istration. 

Basically, what was needed were 
controls that would furnish in- 
formation on the full extent of 
services rendered each patient and 
the true cost of these services. 
On this information would be 
based a balanced and detailed 
structure of rates vs. costs. 

As every hospital administra- 
tor knows, there can be a consid- 


good 
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FIG. 1. Notching charge tickets from patient's master card in duplicating punch. 





Using a 25-bed hospital as a case 
in point, the author describes how an 
integrated edge-notched card system 
can provide an inexpensive basis for 
sound fiseal controls and accurate pa- 
tient revenue statistics in a small in- 


stitution, 





erable difference between the cost 
of serving one patient compared 
to another, even if the same pro- 
fessional service is involved. Pos- 
sibly the most misleading guide 
of all to patient care costs is to 
divide patient days by over-all 
expense. Hidden in this mass of 
patient statistics lie the effective 
controls that mean fiscal health. 

Frankly, we thought our plan 
to establish controls that would 
yield such detailed statistics was 
too ambitious for a small hospital. 
We could not consider mechani- 
zation, not only because of cost, 


but also because the community 
in which the hospital is located 
could not support maintenance 
service or supply skilled operators. 

After some _ investigation, we 
found a system which, although 
it is used with modifications in 
hospitals as large as 200 beds, 
seemed to be flexible enough to 
meet the demands of small insti- 
tutions without overtaxing their 
resources. 

The processing equipment is 
simple and needs no maintenance 
service. A few minutes’ demon- 
stration was all the instruction 
that was needed for our clerical 
force. Discarding our old account- 
ing controls that provided inade- 
quate administrative data, we es- 
tablished a fiscal control program 
that we think would do credit to 
many larger hospitals. Further, 
we were able to install the pro- 
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ACCOUNTING 


gram without increasing the office 
force, in spite of our expanded 
operation. 

Instead of complicating our ac- 
counting procedures, the system 
has simplified them. Twelve 
monthly administrative reports 
based on patient and financial sta- 
tistics are produced by the regular 
office force. 

Our “paper work” starts in the 
admitting department, where we 
use a multiple form that includes 
the admission record; patient’s 
chart; notification of admission of 
patient to the dietary, x-ray and 
laboratory departments; patient’s 
statement, and ledger card. This 
is all prepared in one typing. At 
the same time, a patient’s master 
card for use in a “duplicating 
punch” machine (see Fig. 1) is 
prepared. 

One of the basic records is a 
marginally notched charge ticket 


FOR 


for billing services to patients. 
These tickets are pre-notched for 
the various service departments 
and kept in a file at the nursing 
station. When a special service is 
ordered, the nurse removes the 
proper charge ticket and enters 
the patient’s name and number. 
These tickets are sent to the ac- 
counting department, where a 
clerk inserts the patient’s master 
card into the upper slot of the du- 
plicating punch machine and the 
charge ticket into the lower one. 
A pull of the lever automatically 
marginally notches the patient’s 
alphabetical number and class on 
the charge ticket. 

In this manner, special service 
charges are controlled 
none are missed or improperly 
charged. The tickets are sorted ac- 
cording to patient number, tabu- 
lated and posted to patients’ ac- 
device called a 


because 


counts using a 


FIG. 2. General records poster is convenient and reduces posting errors. 
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general records poster (see Fig. 2). 
Statement and ledger’ cards 
typed at the time of admission 
are placed on the poster, with the 
statement over and the ledger card 
under the receivables journal. 
Posting charges to the accumu- 
lative statement completes all rec- 
ords accurately in one writing. 

Should a patient make a pay- 
ment during his stay, the poster 
again is used. This time a receipt 
is placed over the statement. The 
posting to the receipt brings state- 
ment and ledger card up to date 
and simultaneously posts the cash 
journal, which is used in this in- 
stance. 

Receivables thus are always in 
balance and statements are accu- 
mulatively up to date, ready for 
the patient on discharge. Simul- 
taneous posting of associated rec- 
ords eliminates transcription er- 
rors, makes balancing a minimum 
problem and errors easy to trace. 

The poster is also used for ac- 
counts payable procedures. We 
post to the remittance portion of 
the vendor’s check as invoices and 
statements are received and ap- 
proved, simultaneously posting to 
the invoice register. As a byprod- 
uct, we also post to a unit record 
for later sorting to expense distri- 
bution. The vendor check is ready 
to be completed and signed on the 
last day of the period. 

We also use the poster for pay- 
roll writing. Deduction posting to 
the earnings statement portion of 
the check registers on the payroll 
journal and individual employee’: 
earning record. 

Accurate patient day statistics 
are accumulated with another set 
of notched cards. Based on these 
cards, 12 monthly comparative re- 
ports of revenue analysis and pa- 
tient day statistics give informa- 
tion on such factors as class of 
payment, accommodation, profes- 
sional service, incidence of stay 
geographical distribution of pa- 
tients’ residences, and other data 
necessary fo! formed adminis- 
trative judgment a 
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hy EVALUATING a volunteer pro- 
gram there are several practi- 
cable points of departure. One 
possible procedure would be to 
examine the end result to ascer- 
tain the quality and quantity of 
the volunteer program’s contri- 
bution to those improvements. 

Another point of departure for 
evaluating the volunteer program 
would be to analyze the acceptance 
of the program on the part of the 
three groups of people who are 
concerned with the program. These 
three groups could be called: (1) 
the users of volunteer service; (2) 
the providers of volunteer service; 
(3) the doers of volunteer service. 

The first group—the users of 
volunteer service—is composed of 
the “customers”. This group in- 
cludes (1) the hospital top man- 
agement (the administrator, his 
deputy or assistant, the personnel 
officer and the medical directors 
of the major services, such as 
medical, surgical, tuberculosis and 
psychiatric services); (2) the hos- 
pital staff members (nurses, oc- 
cupational therapists, chaplains, 
recreational specialists, social 
workers, librarians, dietitians) ; 
and (3) the patients. 

The second group—the provid- 
ers of volunteer service—is com- 
prised of the groups or organiza- 
tions that either provide or assist 
the volunteer director in obtaining 
volunteer workers. These provid- 
ers may, of course, be religious 
groups, fraternal organizations, 
welfare organizations, special in- 
terest groups and the like. 

The third group—the doers of 
volunteer service—are what the 
providers (the second group) pro- 
vide the users (the first group). 
The doers, then, are the people 
who voluntarily perform services 
in the hospital. 

A perfectly valid and logical 
approach to evaluating the volun- 
teer program would be to take a 
poll of each of these three groups. 

There is another point of de- 
parture for evaluating a volun- 
teer program—evaluate the direc- 
tors of volunteer programs. There 
are several sound reasons for 


James H. Parke is chief, Voluntary 
Service Division, Special Service, Depart- 
ment of Medicine and Surgery, Veterans 
Administration, Washington, D.C. 
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for Directors of Hospital Volunteers in 
Washington, D.C., on October 3, 1958, 
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The quality of a volunteer program 
depends on the quality of the pro- 
gram’s director, the author states. He 
outlines a method of evaluating the 
director’s effectiveness, noting the five 
major areas of expected proficiency 
and the three indices by which it can 
be measured. 





choosing this indirect method of 
program evaluation. The simplest 
and most basic reason is that the 
caliber of a volunteer program is 
measured to a very large degree, 
to the largest degree, by the cali- 
ber of the director of hospital vol- 
unteers. 

In evaluating a director of hos- 
pital volunteers, it is necessary to 
look at the director’s understand- 
ing of community volunteer par- 
ticipation and to look at his 


administration of the volunteer 


program. 
DIRECTOR'S UNDERSTANDING 


The director’s understanding of 
community volunteer participation 
should be evaluated in five major 
areas, These areas do not include 
all the areas in which the director 
of hospital volunteers must have 
understanding. 

However, a good understanding 
of these areas will be, in the main, 
a good basis for developing an ef- 
fective volunteer program. These 
areas are: 

1. The philosophy of the hospi- 
tal in bringing the community 
into the hospital. 

2. The role of the private vol- 
untary organizations in American 
society and the relationship of that 
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role to the role of the hospital in 
the community. 

3. The two-fold nature and value 
of the service rendered by volun- 
teers: (1) their direct service in 
activities for and with the patients; 
and (2) their indirect service as 
“public relations ambassadors’’ to 
the community. Recognition in this 
area must go hand in hand with 
an appreciation of the implica- 
tions to the hospital of this two- 
fold service. 

4. The factors that create the 
proper climate in the hospital for 
community volunteer participation. 

5. The different administrative 
patterns, objectives, policies and 
resources of the various organiza- 
tions serving in the volunteer pro- 
gram. Understanding in this area 
also implies (1) an awareness of 
how these differences affect the 
various organizations’ participa- 
tion in the program; and (2) a 
knowledge of how to work effec- 
tively with the various organiza- 
tions in accordance with these dif- 
ferences. 

These evaluation methods are 
intended to measure the perform- 
ance of a director of hospital vol- 
unteers—not a booking agent for 
bingo parties and shows, and a 
dispenser of comfort items. There 
is nothing wrong with bingo par- 
ties and shows, and there is noth- 
ing wrong with the distribution 
of comfort items as such. However, 
when the bingo party and the com- 
fort items are the raison d’etre of 
a volunteer program, the program 
does not need a director, it needs 
a clerk. 


DIRECTOR’S ADMINISTRATION 


In judging the effectiveness of 
the director’s management of his 
volunteer program, the five areas 
of understanding outlined previ- 
ously should be examined from 
three points of view: 

Effectiveness of program admin- 

istration 

Creative imagination shown in 

program administration 

Cost of program administration 

Effectiveness of Administration—The 
program director should inculcate 
his understanding of the five major 
areas into the thinking of the hos- 
pital management, the hospital 
staff, the patients, the volunteers, 
the officials of the voluntary or- 
ganizations and the community. 
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Equally important is his ability 
to revise effectively some of his 
own thinking in these areas after 
considering the equally sound 
thinking on the part of these same 
individuals. 

@ With respect to the first area 
of a director’s necessary under- 
standing, the hospital’s philosophy 
of bringing the community into 
the hospital should be carefully 
thought out and articulated. How 
many directors of volunteer pro- 
grams have ever put this philoso- 
phy into words? 

I recall one instance in our vol- 
unteer program in the Veterans 
Administration when we _ were 
trying to clarify part of our phi- 
losophy at a meeting of our Na- 
tional Advisory Committee. The 
particular point of discussion was 
the relationship of paid staff and 
volunteers. One of our staff mem- 
bers referred to paid staff as “the 
cake” and to volunteers as “frost- 
ing on the cake.’”’ A representative 
of one of the participating organi- 
zations rose and moved that the 
statement be stricken from the 
record. “The volunteers of my 
organization,’ the representative 
said, ‘will be leaving the program 
in droves if they think they’re 
merely frosting on the cake!” 

This matter of staff-volunteer 
relationship is, of course, only one 


part—although a very important 
part—of the philosophy that must 
be clarified if the participation of 
volunteers in the community is to 
make a truly purposeful contribu- 
tion to the hospital and to the 
patient. 

@ With respect to the second 
area of a director’s necessary un- 
derstanding, the role of the private 
voluntary organizations in our 
American society, and specifically 
the relationship of that role to the 
role of the hospital in the com- 
munity, must be clearly defined. 
This role has changed considerably 
in recent years. Not many years 
ago the private voluntary organi- 
zations themselves did many of 
the things that paid hospital staff 
do today, for instance, the job 
under discussion here. Paid di- 
rectors of hospital volunteers as 
official members of the staff are 
relatively new in our _ hospitals. 
Many such directors are still either 
volunteers or paid by the hospital 
auxiliary. Proper management of 
the volunteer program depends 
upon a clear perception of the role 
of the organizations and of the 
hospital. It is only through such 
understanding that the collabora- 
tive efforts of the two can be truly 
meaningful in patient care and 
treatment. 

@ In the third area of a direc- 





in the operating room. 


willing and capable. 


VOLUNTEER FLOOR CLERK SERVICE 


Six years ago the nursing supervisor in the operating 
room of the Greenwich (Conn.) Hospital requested a volun- 
teer to take care of the daily clerical duties. This was the 
beginning of the hospital’s Floor Clerk service, which today 
has 38 volunteers serving in seven nursing areas. 

The operating room volunteers perform many services; 
they answer the telephone, prepare supply requisitions, 
tally operations for monthly reports, deliver messages, fill 
in specimen card information and keep a log of activities 


The volunteers proved so useful in the operating room 
that soon they were assigned to other nursing units. In the 
patient units, the volunteer floor clerks record temperatures, 
help transport patients, do errands for the nurses and cover 
the desk at the nurses’ station. 

The nursing staff has expressed growing appreciation of 
the efforts of the volunteers, who have shown themselves 














tor’s necessary understanding— 
the two-fold nature and value of 
volunteer service—it is now un- 
derstood that the volunteer’s di- 
rect service is often more impor- 
tant in terms of what the volunteer 
does with a patient rather than 
what the volunteer does for a pa- 
tient. I might add that, in my ex- 
perience, hospital management and 
staff are often as needful of this 
clarification as the volunteers. It 
can legitimately be asked whether 
the idea of the volunteer’s indirect 
service as a “public relations am- 
bassador” for the hospital is a cli- 
ché or a valid description. The an- 
swer to that question depends 
largely upon the director of vol- 
unteer services. As one of the vol- 
unteer leaders has said, “‘Volun- 
teers are generally intelligent men 
and women. How intelligent they 
are about your hospital is up to 
you.” 

@ In the fourth area of a direc- 
tor’s necessary understanding—the 
factors that create the proper cli- 
mate for a program of community 
volunteer participation—the first 
prerequisite for having this proper 
climate is a clear-cut, sound and 
accepted philosophy for the pro- 
gram. The all-important matter 
of putting the philosophy into 
practice is the next prerequisite. 

If one aspect of a hospital’s phi- 
losophy is that ‘“‘the volunteer is 
a member of the hospital team”, 
several actions should follow—ac- 
tions that can have a most salu- 
tary effect in creating the proper 
climate for the program. For ex- 
ample, volunteers should be 
brought into the planning of proj- 
ects in which they are scheduled 
to participate. They should be 
brought into evaluations of the 
projects at their various stages of 
development. Staff members doing 
this are giving the volunteers the 
highest form of recognition—com- 
mendation. 

@In the fifth area of a direc- 
tor’s necessary understanding—the 
different administrative patterns, 
objectives, policies and resources 
of the various organizations that 
are serving in the volunteer pro- 
gram—an illustration from my 
own experience might be useful 
in demonstrating the complexity 
of the problem. I feel that over 
the past several years we in the 
Veterans Administration have 
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made good progress in explaining 
our purpose, policies and operating 
procedures to the voluntary or- 
ganizations working with us in our 
volunteer program. On the other 
hand, I do not believe that we have 
really digested the fact that the 
voluntary organizations have their 
purposes, policies and operating 
procedures that are as important 
to them as ours are to us. This 
mutual understanding is essential 
if the collaboration is to be effec- 
tive and mutually satisfying. 

Creative imagination—The creative 
imagination the director shows in 
the implementation of the five 
areas of understanding is the sec- 
ond point of view, or index, from 
which to evaluate him. 

A look at the philosophy of the 
program, with respect to the re- 
lationship of paid staff and volun- 
teers, will illustrate the point. The 
paid staff consider their jobs and 
everything related to them as a 
profession. Theirs is the business 
of the care and treatment of pa- 
tients. On the other hand, the vol- 
unteers’ work in connection with 
the care and treatment of patients 
is a hobby—a hobby of service. 

To refer to volunteer service as 
a hobby of service in no way casts 
aspersion on the quality or impor- 
tance of the service. I believe this 
concept of volunteer service as a 
hobby of service is a valuable and 
creative one. For instance, it has 
a very real appeal in recruitment. 
It is possible to overplay our hand 
in our recruitment efforts by em- 
phasizing one’s duty to serve one’s 
fellowman. No one argues the 
point that we do have such duties, 
but the emphasis on the idea of 
a hobby of service communicates 
the feeling of joy in serving. 

Cost of Administration—The third 
and final evaluating index of the 
five areas of understanding is the 
cost involved. 

Sometimes we tend to think of 
volunteer service as a free serv- 
ice. But any director of volunteers 
knows that such an idea is a mis- 
conception. The paradox here can 
be summed up something like 
this: free service costs. 

Directors of hospital volunteers 
are part of this cost of volunteer 
service. Their attendance at insti- 
tutes is another cost. There is a 
cost to hospital management when 
their top officials support and ac- 


tively participate in voluntee: 
programs. The cooperation of top 
officials is necessary to assure the 
proper climate in the hospital for 
a meaningful volunteer program. 

There is a cost to hospital staff 
when they work with such basic 
aspects of the voluntary programs 
as selection and placement, orien- 
tation, on-the-job training, super- 
vision and program evaluation. 
There is a cost to the volunteers 
for transportation, uniforms, baby- 
sitters and time, one of their most 
valuable possessions. There is a 
cost to the voluntary organizations 
in planning and administering 
their volunteer programs. 

The cost factor plays a very im- 
portant part in evaluating a direc- 
tor of hospital volunteers—and in- 
directly evaluating the volunteer 
program. From the point of view 
of the hospital management and 
staff, the costs must be kept within 
their ability to pay, and commen- 
surate with the results obtained 
from the service. 

Directors of volunteers should 
call upon hospital management 
and staff in carrying forward the 
volunteer program. In evaluating 
a director’s effectiveness, the ef- 
fectiveness of his planning for 
management and staff participa- 
tion must be considered. The di- 
rector of volunteers and the vol- 
unteer program will lose their 
welcome if the cost to manage- 
ment and staff is too high. 

From the point of view of the 
volunteers, the costs must be kept 
within their ability to pay, and 
commensurate with what they feel 
is their contribution to patient 
care and treatment and the satis- 
faction they derive from the vol- 
unteer experience. If these costs 
are too high, volunteers will begin 
to drop out of the program. 

From the point of view of the 
voluntary oganizations, the costs 
must be kept within their ability 
to pay, and commensurate with 
the contribution they feel their 
organizations are making to the 
other hospitals or agencies—or 
which they are asked to make. 

In today’s competitive market 
for volunteers, the organizations 
have very little trouble finding 
places for their volunteers. If the 
hospital costs are too high, the 
organizations will send their vol- 
unteers elsewhere. ® 
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by HELEN REYNOL 


po 


N oOuR hospital, the Research 

Hospital, Kansas City, Mo., the 
department of nursing felt the 
need for the services of the volun- 
teer so deeply that when we could 
not persuade our auxiliary to de- 
velop a volunteer program we in 
the nursing department developed 
it ourselves. 

We had found that the nurses 
alone could not give the kind of 
patient-centered care that we 
wanted to give and that the pa- 
tient wanted to receive. A study 
of patients’ mental, emotional and 
spiritual needs and desires resulted 
in the following conclusions: 

1. The patient is very little con- 
cerned with technical skills. 

2. The patient wants hospital 
workers with the “human touch”. 

3. The patient wants unhurried 
and uninterrupted care. 

4. The patient wants to be met 
on his own intellectual and cul- 
tural level. 

5. The patient expects mental 
comfort as well as physical com- 
fort. 

6. The patient wants someone 
interested in “me as me”. 

7. The patient wants to know 
his family is being treated cour- 
teously and given mental comfort 
if necessary. 

Because of these needs and our 
desire to give patient-centered 

Mrs. Helen Reynolds, R. N., is supervi- 


sor, inservice education, Research Hospi- 
tal, Kansas City, Mo. 
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TEER PROGRAM 


care we welcome the volunteer. 
The volunteer has time to talk to 
the patient, to provide the human 
touch and to bring in a little of 
the outside world to the long-term 
patient. The volunteer can help 
the nurse give support and com- 
fort to the family when it is 
needed and the volunteer can give 
unhurried care. 

When the nursing department 
set up the volunteer program, its 
planning and direction was as- 
signed to the inservice education 
supervisors. Planned instruction 
for the volunteer worker is not 
only desirable but quite necessary. 
This instruction cannot be par- 
celed out haphazardly, passed on 
casually from worker to worker; 
nor can the head nurse take time 
out to instruct the volunteers after 
they have been assigned to her 
unit. The instruction must be care- 
fully planned and the person who 
assumes this responsibility should 
be allotted sufficient time for im- 
plementing the program. 

A 10-hour orientation and train- 
ing program is provided volunteer 
workers at Research Hospital. We 
try to familiarize the volunteers 
with the things, conditions and 
persons about them. Teen-agers, 
especially, need to be prepared 
emotionally for the things they see 
in the hospital; they need to un- 
derstand the psychology of the 
sick person and they need to know 


what they may do and how to do 
it. Nursing service personnel needs 
to be instructed in how to use the 
services of the volunteer. 

The adult volunteer corps has 
not developed to any great extent, 
but the teen-age junior volunteer 
corps, called the “Candy Stripers”, 
is very successful. The response 
from Girl Scout troops, Future 
Nurses Clubs, Y-Teens and from 
individual youngsters without club 
affiliations has been remarkable; 
the response from patients and 
from the nursing service person- 
nel has been equally gratifying. 
Our program teaches the volun- 
teers that their first concern is 
to help the patient, and their sec- 
ond, to help the nurse. 

Volunteers perform 
ceptionist duties, some ward clerk 
duties, clerical work in the nurs- 
ing office and the dietitian’s office, 
and help with recreational and oc- 
cupational therapy activities. 


some re- 


Volunteers and the persons who 
direct volunteer services have the 
privilege of doing the many kind- 
nesses that the nurse, because of 
the pressure and complexity of her 
duties, is unable to find the time 
or opportunity to perform. The 
kindnesses of the volunteers are 
as important to the patient as the 
care of the nurses. The emotional 
needs of the patient are as impor- 
tant as his physical needs; both 
must be cared for. s 
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WHEN A serviceman returns from a call in 
the building, he can be sure that no hospital 
needs go unfulfilled by checking the auto- 
matic answering service for calls that came 
in during his absence. 


prem ELECTRONIC box, an au- 
tomatic answering service, 
has been a great time saver and 
has improved interdepartmental 
relations in the Columbia Hospi- 
tal, Milwaukee. 

In the past, housekeeping, nurs- 
ing and maintenance departments 
were continually missing connec- 
tions when nurses dialed a de- 
serted station and failed to contact 
the serviceman out on another 
call. Nurses often had to make 
several calls to the maintenance 
shop in order to file a request for 
repairs. Occasionally, when a serv- 
iceman was finally reached on the 
fourth call, the nurse would greet 
him with “Where have you been?”’, 
and a tense conversation would 
ensue. A similar situation existed 
at the houseman’s desk with re- 
spect to calls for household equip- 
ment and janitorial services. On 
the other hand, nurses were some- 
times initially at fault in the 
breakdown of communications be- 
cause the request was forgotten 
with a change in nursing shifts. 

We were not so much concerned 
with fixing the blame as with 
remedying a situation that grew 


Bert Stajich is assistant administrator, 
Columbia Hospital, Milwaukee. 


A NURSE calls the maintenance shop to file 
a request. An electronic monitor will record 
her request if the serviceman is out on call. 
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ELECTRONIC MONITOR 
SPEEDS MAINTENANCE SERVICE 


by BERT STAJICH 


worse with time. When our hospi- 
tal consisted of only 150 beds, all 
of the maintenance men would 
rarely be absent from the shop at 
the same time. Several building 
additions, however, resulted in 
more frequent calls and more com- 
plicated equipment demanded 
longer absences from the station. 

After a time many calls to the 
maintenance shop and the house- 
man’s desk were never completed. 
The shop’s telephone could be 
heard ringing for long periods of 
time while the serviceman was out 
on call. The long ringing was tol- 
erated by the nursing department 
because the nurses were anxious 
to complete the service call at 
that time. 

An additional burden was put 
on the switchboard operators to 
locate these servicemen. Some dis- 
agreement developed over who 
was finally responsible for com- 
pleting calls or requests for serv- 
ice. The situation slowly and 
subtly became untenable as the 
number of calls and frustrations 
increased without any one depart- 
ment becoming aware of the in- 
efficiency of the entire system. 
Service—An obvious 
solution, although prohibitively 
expensive, would have been to 
employ sufficient clerical person- 
nel to answer the telephone for at 
least two shifts a day. The auto- 
matic answering device, however, 
supplies equivalent service for 
three shifts at the cost of a few 
dollars per week. 

The answering service consists 
of a foot-square box containing a 
tape recording instrument that au- 
tomatically cuts into the telephone 
system after a single ring of the 
telephone. It begins to function 


Automatic 


JUNE 16, 1959, VOL. 33 


with this message: “This is the 
maintenance man’s automatic an- 
swering service. After two beeps 
will you please leave your mes- 
sage? Thank you.” Within a few 
seconds there are two electronic 
beeps and the equipment is ready 
to receive a message of 30 seconds 
duration. When the caller hangs 
up, the circuit is disconnected and 
the machine stops operating. As 
many as 20 messages of 30 sec- 
onds duration can be taped on the 
machine. 

Our two departments that use 
this equipment rarely collect more 
than three or four messages be- 
tween the calls away from the 
stations. The messages can be re- 
played many times without get- 
ting lost. The equipment erases 
old messages only when set to 
record the new ones, An advantage 
of the repeating tape is that it 
allows the serviceman to hear 
again any garbled words. It also 
provides sufficient time to write 
down all the details of a request. 

Emergency calls must be re- 
ported to the switchboard if the 
answering service is functioning 
so that the operator can immedi- 
ately relay the call over the hos- 
pital signal system. All depart- 
ments have been instructed to call 
the engineering department for 
any “rush” calls. 

When the equipment was first 
installed, there was some problem 
with personnel tending to leave 
the equipment turned on at all 
times, and failing to answer the 
phone while they were in the shop. 
After it was pointed out to them 
that every call is a potential emer- 
gency, and that this equipment is 
only a substitute for routine calls, 
they accepted the practice of turn- 


ing the equipment on whenever 
leaving, and off upon reentering, 
the shop. 

For some time consideration was 
given to using the automatic an- 
swering service for receiving mes- 
sages at the switchboard. As most 
hospital switchboard rooms are a 
message center for the medical 
staff and other personnel leaving 
and entering the building, there 
is a flood of messages flowing to 
this center. These messages could 
be placed on the recorder by dial- 
ing a specific number, Sometime 
later, when the switchboard quiet- 
ed, she could write out all these 
messages. With the addition of a 
third switchboard to our system 
and a new part-time switchboard 
operator, the plans to add a re- 
corder to the switchboard room 
were cancelled. 

Benefits—The automatic answer- 
ing service is providing faster 
service through easier communi- 
cations, and the easier communi- 
cations have made everyone favor 
the equipment. At Columbia Hos- 
pital we have found that the ad- 
dition of two automatic answering 
service recorders has helped our 
nursing department by eliminat- 
ing extra calls for the services of 
the maintenance men and house- 
men. Better interdepartmental re- 
lations have resulted from the 
elimination of several frustrating 
incomplete calls and the irritated 
voice on the completed call. The 
tape also provides our servicemen 
with an accurate recording of the 


original request and no one need 
trust to memory. The automatic 
answering service has saved many 
extra calls to the switchboard in 
a vain effort to locate a mainte- 
5 


nance man or a houseman. 
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fuchasing 


A SIMPLIFIED 
STOCK ORDERING 


pee WHO has had to maintain 
stocks in a hospital storeroom 
knows how difficult it is to fill 
every request for any given item. 
In fact, it is practically impossible 
to keep track of all items in the 
storeroom without a system uti- 
lizing a printed order sheet. For 
this purpose, a simplified, printed 
order sheet has been used effec- 
tively in Akron’s two largest hos- 
pitals, and it could be used with 
little or no change in smaller in- 
stitutions. The author originated 
this order sheet 8 to 10 years ago, 
and has used it since with con- 
siderable success. It can be used 
with or without a perpetual in- 
ventory system. 

Our system, utilizing this form, 
requires the following: 

@A complete and detailed 
listing of all items carried 
in the stockroom. 

@ A definite time schedule for 
inventorying and ordering 
the items listed. 

@ A means of adding to the 
list as new stock items are 
received. 

Considering each point sepa- 
rately will show how this simpli- 
fied system can be established. 


S. E. Holland is purchasing agent of 
Akron General Hospital, Akron, Ohio. 
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SYSTEM 


by S. E. HOLLAND 





A simplified stock ordering system, 
currently used in two Akron hospitals, 
is described as an effective means of 
maintaining proper stock levels and 
facilitating reordering. The author 
and originator of the system says any 
size hospital can easily adapt it for 


use. 





1. The list of stockroom items 
can be prepared by entering each 
item stocked on an individual 3 
by 5 card giving a complete, de- 
tailed description of the item to 
aid in ordering. 

After the items listed are 
grouped alphabetically under the 
various headings such as house- 
keeping, dressings, office supply, 
etc., they may be mimeographed 
or reproduced by other means on 
84 by 14-in. sheets as shown in 
the accompanying figure. 

A three-quarter-inch column at 
the left edge of the page should 
be headed ‘order’’. In this column 
will be entered the quantity or- 
dered of any item. The next 4%- 
inch column is the “description” 
section containing a complete de- 
scription of the item. A small col- 
umn listing the stock number of 
the item following the description 
column may be added to aid in 
controlling the stock if a perpetual 
inventory system is used, This is 


followed by a column headed “‘in- 
ventory” in which the quantity 
currently on the shelf is entered. 
If a perpetual inventory system 
is used, a “consumption” column 
should be added in which the in- 
ventory department may enter 
the number used during a given 
period. 


STOREROOM ORDER SHEET 
Dressings Date 





| | Bin Inven- Consump- 
Order Description |Tag| tory | tion 
10 cases| Sponges, Gauze, 4 | 
by 4 in., 16 ply,| MD | 
2000/case 125 5S cases) 5 casey 





Sponges, Gauze, 4 
by 4 in., 16 ply, 
X-Ray detectable, MD | | 
| 2000/case 126 | 
| 


| een ee 


2. Each group of printed items 
is checked for reordering at a spec- 
ified time (preferably once each 
month). By checking his stock, 
the storekeeper may enter the 
number of items on hand in the 
inventory column, or if an inven- 
tory clerk is employed, she may 
enter the figure from her records. 
The inventory clerk can also en- 
ter the quantity used monthly in 
the consumption column. The 
quantity to be ordered can be de- 
termined by comparing the stock 
on hand (1) with the quantity 
normally consumed during the 
specified period, (2) with that or- 
dered the previous month, and (3) 
with the figure in the inventory 
column on the current sheet. 

If, as shown in the figure, we 
have 5 cases of 4 by 4-inch gauze 
sponges on hand and use 5 cases 
a month, we know we will have 
to order 10 cases if we are to main- 
tain a three month’s supply. The 
quantity to be stocked must be 
determined by each hospital. 

3. Since we order only once each 
month, 24 copies of the order sheet 
are mimeographed—a two years’ 
supply. Additional items may be 
entered in the three or four empty 
spaces left at the bottom of each 
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when precise volume control 
is imperative in pediatric infusions 


Volu-Trole s4-se™ 


The disposable Volu-Trole Saftiset provides 
accurate control of volume and drip rate 

for I.V. infusions. Thus it reduces the 
possibility of fatal overhydration in pediatric 
patients. Volu-Trole Saftiset is sterile, 
pyrogen-tested and ready for immediate 

use with all standard flasks. 


and for safer, 

easier needle insertion, use the 
Cutter Pediatric Scalp Vein Set 
with the Saftigrip™ 











Saftigrip provides easy fingertip 
control, holds the needle bevel 
in correct position, and simplifies 
insertion. Infusion Set requires no WW 
head restraints. Baby is more 

comfortable. Set is sterile, ready to 

use. Available with 23 gauge 

needle for fluid infusions or 20 

gauge needle for blood infusions. 





























NIT tie NOR 


also available: 


K-N-L’ 
(Darrow's Solution) 
for potassium replacement in infantile diarrhea 





CUTTER LABORATORIES Berkeley, California 
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page. When the sheets are next 
mimeographed, these items may 
be put in proper alphabetical or- 
der and obsolete items deleted. 
There are two basic advantages 
to this system: 

@ Checking and ordering is sim- 
ple, since a single printed form 
gives complete information to be 
transferred to the purchase order. 

@ No item can be overlooked, 


even if it is out of stock, because 
the storekeeper has a form to re- 
mind him to check for reordering. 

These sheets are also used in 
our hospital at inventory time in 
the following manner, Each in- 
ventory team is given a complete 
set of order sheets on which is 
entered the number of items 
counted. The figures entered by 
the various teams are then trans- 


ferred from these sheets to a mas- 
ter set of order sheets on which 
have been entered the cost of the 
items in the consumption column. 
By multiplying the cost by the in- 
ventory figure, a total value figure 
can be found. This figure is en- 
tered on the right margin of the 
sheet. These figures, when totaled, 
represent the value of the stock 
on hand for accounting purposes.® 





eguftement and subjply review 


Folding cart (12D-1) 

Manufacturer's description: This new 
folding cart easily moves into 
either open or closed position. It 
opens by pulling out the cart and 
lowering the top shelf to lock in 
position. It is made from chrome- 
plated tubular steel and has 5-in. 
caster wheels for easy rolling. It 








is available in five sizes, holding 
platters and pans from 10% to 18 
in. in width. McClintock Manufac- 
turing Co., Dept. H11, 802 W. 
Whittier Blud., Whittier, Calif. 


Geiger survey meter (12D-2) 

Manufacturer's description: A new Gei- 
ger survey meter rated as ca- 
pable of detecting all gamma and 
all but the softest beta radiation. 
The unit is designed for use in 
checking contamination or to check 
the effectiveness of shielding and 
storage containers. The radiation 
is detected by a Geiger tube housed 
in a probe about the size of a 
small flashlight. It is connected to 
the instrument case by a flexible 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 














> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 





PRODUCT NEWS 
______Blood pack unit (12D-7) 


Folding cart (12D-1) 
Geiger survey meter (12D-2) 
__Heavy-duty rubber matting (12D-3) 
Photograph murals (12D-4) 
_Personal emergency information 
unit (12D-5) 
_Wall protector (12D-6) 


___Electrocardiograph (12D-8) 
_Portable incinerator (12D-9) 
_Cotton tipped applicator bag 
(12D-10) 
___X-ray film cabinets (12D-11) 


PRODUCT LITERATURE 


Technical furniture (12DL-1) 
_Metal windows (12DL-2) 
Wall finishes (12DL-3) 
___Interior fire, fighting equipment 
(12DL-4) 
_Charts and graph system (12DL-5) 


NAME and TITLE 


HOSPITAL 


ADDRESS ie 
(Please type 
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___Surface sterilization (12DL-6) 
_Hospital equipment (12DL-7) 
—Parking lot layout (12DL-8) 


____Truck and casters (12DL-9) 


Fluid therapy (12DL-10) 





or print in pencil) 


coil-cord and nests in the carrying 
handle of the case when not in 
use. It operates on standard flash- 
light batteries and its fully trans- 
istorized construction extends bat- 
tery life to more than 250 hours. 
The instrument has two sets of 
scale ranges and the single on-off 
control knob also chooses one of 
three available full scale values. 
Picker X-Ray Corporation, Dept. 
H11, 25 South Broadway, White 
Plains, N.Y. 


Heavy-duty rubber matting 
(12D-3) 

Manufacturer's This new 
heavy-duty rubber matting has a 


description: 
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introducing a new concept in hospital furniture 


VENTURA... Dy 


metal room furniture with completely replac able parts 


It’s here—the first basic improvement in design and construc- 
tion since the inception of metal furniture! Ventura a 
complete line of chests, dressers, and bedside stands that per- 
mits you to choose individual panels for every surface. from 
a broad range of materials and finishes that blend harmoni- 
ously with Royal’s many different patient beds, overbed tables. 
chairs and lounges. 

Never Before . . . Such Beauty, Flexibility, Versatility 
Ventura ... by Royal gives patient rooms truly custom-made 
furniture, at production-line prices, with an almost limitless 
combination of materials and colors. Tops include Plastelle- 
enameled metal, Royaloid over plywood, and solid Fiberesin. 
Fronts may be Plastelle-enameled metal. or solid Fiberesin. 
( All Fiberesin panels available in warm natural birch. walnut, 


cherry or butternut finishes.) Legs: square-tube steel Plastelle- 
enameled or satin finish. Sides and Backs: Plastelle-enameled 


metal. 
Never Before ... 


Ventura... by Royal features quickly replaceable tops, drawe1 
fronts and side panels which attach to sturdy “skyscraper” 
repair jobs are made right in the room 


Such Ease of Maintenance! 


inner steel frames... 
without inconvenience to patients or disruption of normal 


routine. 

We think you'll agree that here—at last 
in modern hospital furniture. Write for specifications, prices 
and full information on beautiful, colorful Ventura ... by 


Royal! 


is the last word 


ROYAL METAL MANUFACTURING COMPANY 
One Park Avenue, New York 16, N.Y., Dept. 7-F. Distributors in principal cities 





In Baghdad on the Tigris you'll find PENTOTHAL 


Ancient, exotic Baghdad grows more modern each day. 
Growing, too, is the use of Pentothal by clinicians here. And 
no wonder. With a background of over 3000 published 
reports, Pentothal ranks as a drug classic around the globe. 
Over 25 years of continuous use with nearly every known 
surgical procedure attest to an effectiveness, safety and 


literature unsurpassed in intravenous anesthesia. ObGott 














PENTOTHAL Sodium 


(THIOPENTAL SODIUM FOR INJECTION, ABBOTT) 


Puaet BF Ceerice THEE -vVRALoD Cres 


For a reprint suitable for framing of Thomas Vroman’s painting of Baghdad (opposite page), write: 
Professional Services, Abbott Laboratories, North Chicago, Illinois 





RELIABILITY IN ACTION 


How much does your parenteral solutions dollar buy? he pro 


There is more to consider than you see on the invoice. as well 
For example, does your solutions manufacturer main- size? 

tain his own distribution branches, so that fresh stocks If y 

are always nearby? Is his selection complete? Can you they a 

count on receiving whatever you want, whenever you 

want it? Does he offer you an experienced staff of field AB 


specialists devoted full time to hospital service? Does so 





provide you a broad line of general pharmaceuticals 


ell, to help build your orders to more advantageous 
»? 


f your supplier is Abbott, the answers are yes. If not, 


y are worth discussing with an Abbott man. Soon. 


BBOTT PARENTERALS 
DLUTIONS AND EQUIPMENT 


BABE RUTH— 
reliability in action 
as painted by 

Tom Allen. 

For a handsome 
wide-margin print, 
write Professional 
Services, Abbott 
Laboratories, 
North Chicago, 


Illinois. 
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deep-molded design in which 
ribbed 6-in. squares are set in al- 
ternate block pattern to produce 
an attractive checkerboard effect. 
Cleaning time is reduced where 
foot traffic is heavy because the 
deep-molded design traps dirt and 
mud. The matting also provides 
an extra margin of safety with its 
positive nonskid, nonslip walking 
surface. The reverse side has cor- 
rugated texture for floor gripping 
action. It is available in a wide 
range of colors to blend with any 
decorating scheme. The Buxbaum 
Co., Dept. H11, Canton 1, Ohio. 


Photograph murals (12D-4) 

Manvfacturer’s description: Photograph 
murals are available in a wide 
range of landscape views and 


range in size from 15 by 6 ft. to 
5 by 314 ft. They can be trimmed 
to fit smaller walls, or framed or 
draped to fit larger areas, such as 
lobbies and large wards. Foto Mu- 
rals of California, Foto Murals 
Bldg., Dept. H11, 8401 Wilshire 
Blud., Beverly Hills, Calif. 


Personal emergency information 
unit (12D-5) 

Manufacturer's description: This personal 
emergency information unit pro- 
vides a means of notifying rela- 
tives or friends if bearer suffers 
accident, sickness, or death away 
from home. Confusion is reduced 
because unit indicates medical and 
religious preferences of bearer, so 
prompt action can be taken to 
give him care and notify desig- 
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nated party. Please Notify, Inc., 
Dept. H11, 911 Fairmount, Poplar 
Bluff, Mo. 


Wall protector (12D-6) 
Manufacturer's description: Wheeled 


equipment is prevented from mar- 


ring wall surfaces by “splayed 
base shapes’’. Installed, these 
facing tiles form a 3-in. inclined 
projection outward from the base 
surface of the wall. They are 
adaptable to every wall surface, 
including plaster, which might be- 
come chipped, scratched or other- 
wise defaced. Natco Corp., Dept. 
H3, 327 Fifth Ave., Pittsburgh 22, 
Pa. 


Blood pack unit (12D-7) 

Manufacturer's description: Plastic blood- 
pack unit is designed for the col- 
lection of fresh whole blood for 
use in open-heart surgery. Each 
unit contains heparin sodium, 2000 


U.S.P. units in 30ml. of buffered 
isotonic sodium chloride solution. 
The unit is sterilized after the in- 
troduction of the heparin solution. 
It also contains integral donor 
tube, hemorepellent plastic sur- 
faces throughout, and special hem- 
orepellent laminar flow phlebot- 
omy needle. Fenwal Laboratories, 
Dept. H11, Somerville, N.J. 


Electrocardiograph (12D-8) 
Manufacturer's description: This new 


two-speed, direct-writing portable 


electrocardiograph permits instan- 
taneous change from 25 to 40 mm. 
per sec. by pressing a button. Thus 
the operator can quickly accentu- 
ate for detailed study any ques- 
tionable characteristics that may 
be difficult to recognize and in- 
terpret on a standard speed re- 
cording. It is also possible to 
change from lead to lead without 
shutting off the motor. The extra- 
rugged stylus cannot burn out and 
is available in standard or thin 
width. The unit has complete lead 
selection and uses full-width wa- 


terproof paper. Beck-Lee Corpora- 
tion, Dept. H11, 630 W. Jackson 
Blud., Chicago 6, Ill. 


Portable incinerator (12D-9) 
Manufacturer's description: This new 
portable incinerator unit has a ca- 
pacity of 75 pounds per hour av- 
erage dry waste and will operate 
at rated capacity for eight hours. 
Designed for efficient burning, it 
eliminates smoke and objection- 
able odors. The unit measures 4 
ft. 4 in. long, 2 ft. 10 in. wide and 
5 ft. high. Collection containers 
filled with small, loose refuse can 
easily be upended and emptied 
through the 24 by 20-in. hopper- 
type charging door. The unit is 
steel cased and refractory lined, 
and ready for operation when con- 
nected to stack or breeching. Pli- 





brico Company, Dept. H11, Incin- 
erator Div., 1800 N. Kingsbury St., 
Chicago 14, Ill. 


Cotton tipped applicator bag 
(12D-10) 

Manufacturer's This new 
cotton-tipped applicator bag has 
an autoclave indicator line, turns 
from pink to brown after sterili- 
zation. Designed for patient safety 
and hospital convenience, this new 


description: 


package saves time and eliminates 
doubts when applicators are stored 
for future use. Glasco Products 
Co., Owens-Illinois, Dept. H11, 
Toledo, Ohio. 


X-ray film cabinets (12D-11) 


Manufacturer's description: The new 


x-ray film file cabinets are in 36 
by 18 in. sections for building- 
block flexibility to floor plans. The 


two-tier unit is at convenient 
counter-top height and holds 3300 
films. The three-tier unit holds 
4950 films. Precision pin and slot 
fastening assures perfect coinci- 
dence in stacking. Eight separa- 









































tors spaced on 3% in. centers re- 
duce film curling and add to the 
rigidity of the unit. Westinghouse 
Electric Corporation, Dept. H11, 
X-Ray Dept., P.O. Box 416, Balti- 
more 3, Md. 
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Technical furniture (12DL-1)—New 
catalog and planning book on tech- 
nical furniture shows equipment 
and floor plans for laboratories, 
pharmacies, operating rooms, 
nurseries, patient and utility rooms, 
and offices and suites. Technical 
Furniture, Inc., Dept. HL12, 3024 
West Front St., Statesville, N.C. 


Metal windows (12DL-2)—New 
catalog (#17A) on metal windows 
includes installation photographs 
and discussion of special features 
of window types such as reversible, 
sliding, projected, awning, single 
and double hung, and fixed and 
hopper combinations. Albro Metal 
Products Corp., Dept. HL12, 944 
Longfellow Ave., New York 59. 


Wall finishes (12DL-3)—A new 
optonic color card, based on the 
correct use of color to balance 
natural or artificial room illumi- 
nation, is a guide to the use of these 
colors. It also indicates light reflec- 
tance for 28 colors other than 
white and black. The Arco Com- 
pany, Dept. HL12, 7301 Bessemer 
Avenue, Cleveland 27. 


Interior fire fighting equipment 
(12DL-4)—A new catalog on in- 
terior fire fighting equipment, 
which contains complete descrip- 
tive and illustrative data on auto- 
matic sprinkler systems, C-O-two 
carbon dioxide, dry chemical and 
foam systems, and lines of fire hose 
and extinguisher cabinets. The 
Fyr-Fyter Company, Dept. HL12, 
221 Crane St., Dayton 1, Ohio. 


Charts and graph system (12DL-5) 
—Versatile graphing boards with 
signals and inserts (that stick 
when pressed on) which can be 
used in scheduling nurses’ train- 
ing, use of operating rooms, etc. 
The Visual Controls Company, 
Dept. HL12, 19 Mohawk Drive, 
Norwalk, Conn. 


Surface (12DL-6)—A 
new bulletin (#0818-1), describ- 
ing the physical, chemical and bac- 


sterilization 


tericidal properties of the surface 
sterilant, Beta-Propiolactone, also 
includes recommendations for stor- 
age, handling and sterilizing pro- 
cedures. Three charts are provided. 
Wilmot Castle Company, Dept. 
HL12, 1935 East Henrietta Road, 
Rochester 18, N.Y. 


Hospital equipment (12DL-7)—New 
illustrated booklet on stainless steel 
hospital equipment includes speci- 
fications and a special grade rec- 
ommendation chart for hospital 
purchasing agents. It also describes 
applications to buildings, surgical 
instruments and fracture appli- 
ances. Armco Steel Corporation, 
Dept. HL12, Middletown, Ohio. 


Parking lot layout (12DL-8)—A 
new booklet with engineering 
drawings, charts and pictures of 
various types of parking lots. It 
also describes types of parking lot 
equipment including automatic 
barrier gates actuated by keys, 
coins, or dispensed tickets, and 
various types of bump barriers and 
dividing equipment. Western In- 
dustries, Inc., Dept. HL12, 2742 
West 36th Place, Chicago 32. 


Truck and casters (12DL-9)—New 
literature with specifications and 
illustrations on two-wheel trucks, 
12 types of dollies, wagon trucks, 
platform and shelf truck models, 
many styles of casters plus jacks 
and semi-live skids. Also included 
are complete specifications on de- 
mountable rubber-tired, plastic, 
semi-pneumatic and full pneu- 
matic wheels. Nutting Truck and 
Caster Company, Dept. HL12, 1201 
West Division St., Faribault, Minn. 


Fluid therapy (12DL-10)—New 
handbook relates the characteristics 
of various systems of fluid therapy 
to therapy objectives, to the pa- 
tient’s needs and to dosage prob- 
lems. It also includes comprehen- 
sive information on _ solutions: 
composition, rationale, indications, 
contraindications, dosage and ad- 
ministration. Mead Johnson & Co., 
Dept. HL12, Evansville 21, Ind. 
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now in service from coast to coast 


ANP 
ALL-ELECTRIC HOSPITAL BEDS 

















gaining greater recognition every day 


The AMP All-Electric Hospital Bed is a quality bed . . . a new concept in electric bed de- 
sign which provides the ultimate in patient-controlled comfort with a minimum of nurs- 
ing personnel time. This bed was developed after many consultations with committees 
of doctors and nurses on hospital bed studies, and is the only bed that achieves all the 
approved medical positions electrically. It has 8 distinct motorizing actions and 
push-button patient control .. . it is longer, lowers lower, and raises higher than any 
other electric bed. To see the AMP bed in operation is to realize that it is the most 
advanced and most practical electric bed on the market today. 


we invite your inquiry 


AMERICAN METAL PRODUCTS COMPANY 


DETROIT 4 ali MICHIGAN 
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Key question to ASK a laundry press salesman... 


_ “What are your finishing costs per 








hundred?” 


At Flushing (N. Y.) Hospital and Dispensary these two units of Model 5414 Super- 
Zarmo and Model 106-A Super-Zarmoette Presses finish uniforms and other garments 
at the lowest possible cost per hundred pieces. 


Your American salesman’s answer is positive and direct. ““Comparison 
tests prove our Model 54’ Super-Zarmo Apparel Press will save you 
an average of 90c or more per 100 on your apparel finishing costs!’’ 
And, he’ll back up his answer with facts! This applies to every hospital 
laundry that finishes garments of any type. Here’s why: 


e Extra-large buck requires fewer press lays. © Unique shape of buck 
gives unlimited versatility. Accommodates a wide variety of garments, 
eliminating extra lays on other presses. ¢ Powerful, unvarying direct- 
upward pressure quickly imparts a fine-quality finish to even the heaviest 
garments. 


No other laundry press can match the Model 54!% Super-Zarmo for 
quality, speed and versatility. 


For a sure way to lower your cost per hundred garments, call your nearby 
American representative. He’ll gladly show you a Model 54% Super- 
Zarmo Press Unit in action. Or, if you prefer, mail the coupon for com- 
plete information. 


The American Laundry Machinery Company, Cincinnati 12, Ohio 


The American Laundry Machinery Company ALM-606 
You get more from _ “imnnatii2, ono 


Please send Catalog AK 530-542 (54%) which tells 
how the Model 54% Super-Zarmo Press will lower 
my finishing costs 


Name 


. Care of 
merican [ie 


In Canada—The Canadian Laundry Machinery Company, Ltd., 47-93 Sterling Road, Toronto 3, Ontario 





“YES... HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN” 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 
Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “‘why don’t I feel better yet” calls. 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
sally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 
clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN 1,000’s save money - Save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


t 1000 TABLETS 
‘OR HOSPITAL USE 


BUFFERIN 


NOLMVERS CO. new YORK, §.* 
BAO i OS. 


HOSPITALS, J.A.H.A. 





by 3s 


pov ee RET ESS 


MEDICAL AUDIT is defined as 

retrospective evaluation of 
medical care through analysis of 
clinical records.! The process re- 
quires a systematic analysis of 
case records for accuracy of diag- 
nosis and propriety of treatment. 
The results are judged by specific 
criteria, and the percentage of 
cases that conform with the cri- 
teria is compared with a standard 
percentage derived from observa- 
tions in the country’s leading hos- 
pitals. 

It is useful to distinguish be- 
tween an internal audit carried 
on by a hospital and an external 
audit in which an outside agency 
tests the completeness and accu- 
racy of an internal audit. As yet 
there has been little opportunity 
for agencies such as the Joint 
Commission on Accreditation of 
Hospitals to perform external au- 
dits because so few hospitals main- 
tain internal audits. The number 
is certain to increase in the future, 
however, as the costs of hospital 
and medical care continue to rise. 
Within the past year, insurance 
commissioners and employers in 
several states have indicated that 
they would refuse to go along with 

Paul A. Lembcke, M.D., M.P.H., is pro- 
fessor of preventive medicine and public 
health, School of Medicine and School of 


Public Health, University of California, 
Los Angeles. 
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by PAUL A. LEMBCKE, M.D., M.P.H. 





In Part I of this article on medical 
auditing, the author asserts that objec- 
tive criteria and empirically derived 
standards must be used to achieve the 
goals of the medical audit. The scien- 
tific method is superior to the statisti- 
cal and scoring methods, he states, be- 
cause non-use of these criteria and 
standards drastically limits degree of 
achievement of medical audit goals by 
these two methods, 

In Part Il, which will appear in the 
July 1 issue of this Journal, the author 
will diseuss criteria and standards rela- 


live to the scientifie method. 





further increases in the cost of 
Blue Cross, Blue Shield and othe) 
hospital and medical expense in- 
surance unless needless or unduly 
prolonged hospitalization and un- 


necessary surgery is curbed. 


SCOPE 


Medical 
medical care given in any or all 


auditing may cover 
circumstances; in hospital, home, 
physician’s office or clinic. The 
following discussion is limited to 
hospital inpatients. 

The average hospital 
presents a number of 
and therapeutic features, some im- 
portant and some relatively insig- 
nificant. An important problem in 
audit proce- 


patient 
diagnostic 


developing medical 


PART ONE OF A TWO-PART 


ARTICLE 


dures for specific diseases or op- 
erations is to concentrate on a few 
features that are essential to 
achieving the desired end result 
example, 


of hospital care. Fo. 


routine examination of the eye 
grounds, important as it is in dia- 
betes, hypertension and nephritis, 
would not be germane to an audit 
of cholecystectomy. If more than 
one feature is essential to the 
proper management of a given dis- 
usually 


ease or procedure, it 


necessary to judge each feature 
separately. For example, an elec- 
tive first Cesarian section might be 
justified as to necessity if the pa- 
tient 


but criticized as to timing if the 


were an elderly primipara, 


infant were markedly immature. 
OBJECTIVES 

The proper objective of medical 

is what the late E. A. 
father of the medical 
That 


is, did the diagnosis and treatment 


auditing 
Codman,? 
audit, called the end result 


produce the maximum cure or im- 
provement that could be expected? 
Was the beneficial? The 
medical 
Codman more than 40 years ago 


result 
audit inaugurated by 
called not only for evaluation of 
medical care throughout the pe- 
riod of hospitalization, but also 
for at 


when a condition of stability per- 


least one re-examination 
mitting final judgment had been 
reached, Was a gallstone in the 
duct overlooked ‘during 
cholecystectomy? Did the hernia 
recur? What was the end result? 
Unfortunately, because of the cost 


common 


of follow-up of discharged pa- 


tients, and questions of profes- 


sional and institutional jurisdic- 
tion, one must in most instances 
medical audit 


be content with 


that evaluate only the short-term 
results achieved during one con- 


tinuous period of hospitalization 
CRITERIA 


The degree of certainty attain- 
able in medical auditing depend 
on the scientific knowledge avail- 
able and the level of professional 
skill that can be 


reasonably ex- 
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NEW PATIENTS DOCTORS’ ORDERS ; NEW PATIENTS 


increase 
chart-handling efficiency 
50 to 100% with the 
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new carrom adjustable-height beds 


AT 
NEW 
LOW 

. PRICES 


MANUAL 
ADJUSTABLE- 
HEIGHT 





e Fingertip operation, 
even under heavy 
load 

e Smooth-running, 
ball-bearing crank 
mechanism 

@ Single crank for easy 
height adjustment 


. Designed and engineered for superior performance at 
ELECTRIC prices you can afford to pay! These two new Carrom 
ae beds can be set up as easily as conventional beds. Inde- 

© Raises, lowers, at touch structible ball-bearing pulleys assure smooth operation, 
of a switch posts are accurately machined for easy and noiseless 
“ae height-adjustment. Additional quality features include 
e Powerful, safe, heavy- corner posts that accommodate an irrigator rod and frac- 
= ae oa ture frame, and heavy-duty, Trendelenberg-type spring 
thermal overload to insure patient comfort. Birch wood end panels add a 
e Light, simple, clean beautiful, home-like appearance. Choice of colors on end 


dri hani ‘ 
a isa panels. Write for full details today. 
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SHAMPAINE Si industry arrom industries inc. 











LUDINGTON, MICHIGAN 


Offers a complete line of matching fine wood furniture 
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pected in the treatment of any 
disease or in the performance of 
any procedure. 

Allowing for clinical judgment or error. 
Because perfection is seldom at- 
tainable in medical practice, al- 
lowance must be made sys- 
tematically and objectively to 
accommodate unavoidable errors 
and the exercise of clinical judg- 
ment. To this end, a standard de- 
gree of compliance with criteria 
must be determined from control 
studies of medical practice in the 
best hospitals. Taking primary ap- 
pendectomy as an example, con- 
trol studies have shown that a 75 
per cent incidence of significant 
pathology in the appendixes re- 
moved at operation is entirely sat- 
isfactory; ie., it is the standard 
against which the work of phy- 
sicians and hospitals generally 
should be measured. 

Postoperative laboratory diagnosis. 
In the medical audit of a surgical 
procedure such as primary appen- 
dectomy, the principal concern is 
whether the operation was justi- 
fied, a judgment based on surgical 
tissue diagnosis that is, or can be, 
straightforward in terminology 
and meaning. It should be em- 


phasized, however, that justifica- 
tion for surgery is based on the 


specific presence or absence of 
disease revealed by the pathologi- 
cal examination, rather than the 
mere fact of tissue examination. 
Preoperative laboratory diagnosis. In 
many types of surgical operation 
no tissue is removed, or, if re- 
moved, it cannot be expected to 
show the presence or absence of 
disease. Fortunately for medical 
auditing procedure, some catego- 
ries of disease or operation con- 
sistently yield objective findings 
on examination in departments of 
radiology, pathology, and elec- 
trocardiology, or in a clinical 
laboratory. For example, in ex- 
ploratory laparotomy for acute in- 
testinal obstruction, justification 
for the operation is based on pre- 
operative x-ray examination show- 
ing intestinal obstruction. It is not 
sufficient to base judgment on the 
mere fact that an x-ray was done; 
the x-ray must have revealed the 
condition for which the operation 
was undertaken. Similarly, in the 
medical audit of the diagnosis and 
treatment of pneumonia, not only 
must a chest x-ray be taken, but 
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it must verify the diagnosis of 
consolidation of the lung. 

Documentation. Unfortunately for 
medical auditing, there are not 
many categories of disease or op- 
eration in which objective labo- 
ratory diagnosis can serve as a 
criterion. In a few, such as plastic 
surgery of the Fallopian tubes to 
relieve sterility, documentation to 
show that less drastic measures, 
such as tubal insufflation, have 
been tried unsuccessfully is ac- 
ceptable as justification for the 
surgical operation. 

Consultation. Nearing the lower 
end of the scale of objectivity are 
operations such as hysterectomy 
for uterine prolapse, in which pre- 
operative consultation is accept- 
able for verifying the clinical di- 
agnosis. A diagnosis verified by 
consultation should not be ac- 
cepted if it is possible to verify 
by laboratory examination or doc- 
umentation. In general, consulta- 
tion should be restricted to cate- 
gories where a definite diagnosis, 
and concurrence, between physi- 
cians is easily reached. 

No criteria. There are many dis- 
eases and operations in which so 
little is known of the probable end 
result, as related to diagnosis and 
treatment, that adequate criteria 
are not available. Unfortunately, 
little research is being done to es- 
tablish specific criteria by which 
these diseases can be evaluated 
and, as a consequence, in the de- 
sire to get something done without 
delay, many people have resorted 
to purely statistical methods of 
evaluating hospital utilization 
rates, surgical incidence rates, and 
the use or neglect of certain clin- 
ical laboratory procedures. 


METHODS 


Although there is general agree- 
ment as to the objectives of medi- 
cal auditing, there are differences 
of opinion as to the best method 
or methods. From published de- 
scriptions it appears that there are 
three principal methods. 

The statistical method. Beginning 
about 1920, Ward at Woman’s Hos- 
pital, New York, and MacEachern, 
Ponton, Klicka and others em- 
ployed various statistical methods 
to evaluate medical care. Similar 
methods were used also in a num- 
ber of hospitals that received aid 
from the Commonwealth Fund.5 


In the period 1946-48, the writer 
enlarged and refined the system 
into a form that is still used by 
some 18 member hospitals of the 
Rochester (New York) Regional 
Hospital Council.§ 

The “Report of Professional Ac- 
tivities,” as it is called in Roch- 
ester, was adopted in 1949 by the 
Southwestern Michigan Hospital 
Council under Kellogg Foundation 
sponsorship. It was soon consider- 
ably revised and expanded, and 
now, as the instrument of an in- 
dependent nonprofit agency set up 
for this specific purpose, the Com- 
mission on Professional and Hos- 
pital Activities, Inc., it covers more 
than 90 hospitals. The commission 
says that the new system is not a 
medical audit because it lacks the 
element of clinical case record re- 
view and judgment by a physician 
or physicians. However, it is de- 
scribed as “a starting point for an 
audit of the quality of medical 
care,’ and its proponents refer to 
it as “a technique for evaluating 
professional activities’® and the 
practice of medicine,’ so it cannot 
be ignored in any general consid- 
eration of medical auditing. 

In the opinion of the author, 
the usefulness of this statistical 
method of evaluating the quality 
of medical care in hospitals is 
seriously impaired by the failure 
of the system, in many instances, 
to bring out information essential 
for evaluation of a specific disease 
or condition, Furthermore, al- 
though the sponsors of the system 
are aware of its limitations and 
warn others about them, the rou- 
tine recording and tabulating of 
information that is not significant 
may mislead one into thinking 
it to be more than it really is. 

One defect of the statistical 
method is a tendency to dwell on 
matters of procedure that may not 
be significantly related to the de- 
sired end result of hospitalization 
and medical care. Another short- 
coming of a purely statistical 
analysis is that judgments cannot 
be made on individual cases, and 
it is difficult to extract significance 
from a small number of cases. 

Statistical findings as a rule do 
not have sufficient impact to help 
bring about reforms. This is prob- 
ably because there is no definite 
standard, since the standing of 
any given hospital is relative to 
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antibiotic resistant STAPHytococci are killed by 


r A ~ ad a 5 al t = in seconds 


USE ZEPHIRAN TO HELP CURB THE ining MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical « 9S W 


storage of instruments , e Furniture, wall, and general sickroom d 
fined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y 


Zephiran chloride, brand of benzalkonium chloride re 
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that of others. (The same would 
be true of comparisons among phy- 
sicians.) A high rank in a group 
of hospitals manned by unskilled 
physicians may be inferior in an 
absolute sense to a low rank in a 
group of hospitals with excellent 
medical staffs. 

Another illustration of the lack 
of force of conclusions based en- 
tirely on statistical comparisons 
is found in studies of surgical op- 
erations such as_ tonsillectomy. 
Merely reporting that the inci- 
dence is greater in Bigtown than 


in Littletown, or in individual 
practice than in salaried practice, 
does not accomplish very much. 
The writer gathered data in Swe- 
den last year satisfying him that 
a Swedish community having as 
few as three tonsillectomies per 
10,000 persons per year is just as 
healthy as comparable U. S. com- 
munities which have rates of 100 
or even 200 tonsillectomies per 
10,000 persons per year. However, 
it is not expected that these sta- 
tistical findings or other similar 
data will change the current at- 











Expend-Tex 
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titude toward tonsillectomy. What 
is needed is clinical-epidemiologic 
evidence of the kind envisioned by 
Badger® in a symposium on “The 
Tonsil and Adenoid Question.’ He 
said: 


“As an internist I believe that 
too many tonsils are still taken 
out, but I am open to persua- 
sion that this is not true. I am 
not convinced, however, by the 
analyses of results based upon 
the individual case history of 
success or failure. Rather I am 
interested in the adoption of 
modern, life table methods of 
statistical analysis in a retrospec- 
tive study for determining the 
benefits, the hazards, and the 
causes of death associated with 
the removal of tonsils and ade- 
noids. Herein lies the kernel of 
the ‘question’ of tonsillectomy.” 


Although Badger refers to a sta- 
tistical analysis, the key words are 
“benefits,” and ‘“‘hazards;” i.e., the 
end results. The kind of study he 
prescribes would make it possible 
to state that tonsillectomy is in- 
dicated by, say, Criteria B, C and 
D, but not otherwise. Only when 
such criteria have been developed 
from scientific medical knowledge 
will it be possible to do an effec- 
tive medical audit of tonsillecto- 
my. 

It is not the intent here to be 
unduly critical of the system, 
which has wrought a great im- 
provement in the “Report of Pro- 
fessional Activities’’ described 
above by transferring the nature 
and locale of st&tistical tabula- 
tions from a manual operation in 
the record room of the individual 
hospital to a machine operation in 
a statistical center. Nevertheless, 
the present system leaves much to 
be desired. It will be a fortunate 
thing if in the future its protag- 
onists employ a number of differ- 
ent abstract forms, each suited to 
a particular disease or operation, 
or group of diseases or operations, 
so that the essential data are pro- 
vided for matching against writ- 
ten criteria. 

In tracing the evolution of the 
medical audit, it can be seen that 
the American College of Surgeons 
started out with high objectives, 
expecting to use Codman’s end re- 
sult system,? which is similar to 
the “scientific system” to be de- 
scribed presently. Unfortunately, 
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haste and a policy of face-saving 
for hospitals in 1919 prevented 
achievement of the grand objec- 
tive and limited the program to 
concern with hospital organiza- 
tion, procedures and _ facilities, 
rather than end results. The writer 
believes that if the present situ- 
ation continues, it will lead us 
down the same path, to an end 
far short of the need for a scien- 
tific evaluation of the quality of 
medical care. If the two organiza- 
tions most active in this field— 
the Professional and Hospital Ac- 
tivities Study, Inc., and the Joint 
Commission on Accreditation of 
Hospitals—would revise their pol- 
icies, they could make end result 
medical auditing a reality, but if 
they will not or cannot, the qual- 
ity of medical care will no doubt 
continue to be far below what is 
desirable and feasible. 

The scoring method. A second gen- 
eral method of medical auditing 
is based on scoring individual 
cases with respect to the proce- 
dures employed by the physician. 
In a few instances, the end re- 
sults are also weighed. This meth- 
od has been used successfully by 
Eisele.!9 As shown in Table 1, in 
one 75-bed hospital with which 
he has maintained a continuing 
relationship for more than seven 
years, a happy combination of 
medical audit and an educational 
program for the medical staff has 
cut appendectomy and even ton- 
sillectomy rates in half, and he 
has reported evidence of improve- 
ment in the quality of other areas 
of medical care. 

Application of the scoring meth- 
od to the practice of internal med- 
icine in St. Mary’s Hospital, Roch- 
ester, N.Y., has been reported 
recently by Butler and Quinlan. 
They are confident that their 
method has greatly improved the 
medical records, but they are less 
certain of the extent of improve- 
ment in the quality of medical 
care. 

The scoring method is definitely 
useful even though it is limited 
by dependence on rather subjec- 
tive criteria, and the fact that its 
measurement of success is based 
mostly on compliance with proce- 
dures rather than the achievement 
of specific end results. # 


REFERENCES 


1. Lembcke, P. A. Medical auditing by 


JUNE 16, 1959, VOL. 33 


TABLE 1—Some of the Results Obtained in a 75-Bed Hospital 


Audited by Eisele.!° 





Medical 


audit 
Surgical operation 1949 


1950 1951 1952 


Medical 
audit 
1953 1954 1955 





Primary appendectomy 163 
Uterine suspension 18 
Hysterectomy 36 


Tonsillectomy 282 
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5 5 o 
27 30 
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PHS testing portable dental equipment 


Two models of portable dental equipment are being tested by the U. S. 
Public Health Service with a view to providing bedside dental care for 
the estimated 5.5 million disabled people in the United States unable to 
visit a dentist’s office. The equipment consists of two 45-pound cases 
of instruments which can be operated from an ordinary electrical outlet 


Testing is being done in New 
York City, with the cooperation of 
the Brooklyn Jewish Chronic Dis- 
ease Hospital and the City Health 
Department, and in Kansas City, 
Mo., with the cooperation of the 
University of Kansas City Dental 
School. 

If the test models are approved, 
commercial production will enable 
dentists to give proper dental care 
to these disabled people who now 
receive only emergency treatment 
because equipment is not portable. 
This equipment will probably be 
useful also to hospitals, nursing 
homes, homes for the aged, health 
departments and other health or- 
ganizations, the PHS announce- 
ment stated. Ld 


New directory describes 
blood facilities, services 


The first comprehensive direc- 
tory and description of blood fa- 





cilities and services in the United 
States and its possessions has been 
published by the Joint Blood 
Council, Washington, D.C. 

The directory is based on data 
obtained from a questionnaire sent 
to all known blood banks, hospi- 
tals and clinics offering blood 
services. 

The directory is divided into 
three parts. Part 1 lists all co- 
operating blood transfusion facili- 
ties, with pertinent data, in alpha- 
betical order by states and cities; 
Part 2 lists all “community blood 
banks” not administratively 
trolled by specific hospitals or the 
American Red Cross; and Part 3 
lists all Red Cross regional centers 
and indicates the geographical ex- 
tent of their service. The directory 
is available for $1.50 from the 
Council, 1832 M Street N.W., 
Washington 6, D.C. bd 


con- 
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Two views of doctors’ offices 


Doctors’ OFFICES IN HOSPITAL-FI- 
NANCED BUILDINGS. Foundation for 
Management Research. rev. ed. 
Chicago, The Foundation, 1958. 44 
pp. $2 


PHYSICIANS’ PRIVATE OFFICES AT HOs- 
PITALS. C. Rufus Rorem. Chicago, 
American Hospital Association, 
1959. 86 pp. $2 (Hospital Mono- 
graph Series No. 5) 

A review of the contents of these 
two publications shows that the 
objective of each is entirely dif- 
ferent. Doctors’ Offices in Hospi- 
tal-Financed Buildings purports to 
be “a study of hospital expansion 
into commercial enterprise, and of 
the effects upon physicians, pa- 
tients and private business’, Pre- 
pared by The Foundation for Man- 
agement Research, it is a discourse 
opposing hospitals that engage in 
this activity. Apparently the book 
has two aims, one being to give 
commercial groups information to 
assist in opposing this trend and 
the other to discourage hospitals 
from engaging in this activity. 

Physicians’ Private Offices at 
Hospitals is an objective, factual 
treatise on existing conditions and 
a comprehensive survey of policies 
and practices of hospitals which 
either own or operate physicians’ 
offices, or both. The book is infor- 
mational in character and prima- 
rily for the use of administrators 
and members of governing boards. 
It was edited by C. Rufus Rorem, 
Ph.D., executive director of the 
Hospital Council of Philadelphia, 
and financed by a grant from the 
U. S. Public Health Service. 

The Foundation for Management 
Research effort bemoans the fact 
that business enterprise must face 
unfair competition from businesses 
operated by the government and 
cooperatives that avoid taxes on 
property. It is for this reason that 
the authors ‘“‘view with alarm” the 
growing tendency for hospitals to 
operate offices for private phy- 
sicians. 

The information presented by 
the Rorem work indicates strongly 
that hospitals that provide phy- 
sician offices are well pleased with 
the arrangement. The book dwells 
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on advantages of this operation, 
mentioning the fact that diagnostic 
and treatment facilities are read- 
ily at hand, that consultations and 
referrals are easily available, that 
there is a conservation of profes- 
sional effort, and that the patients 
become acclimated to the hospital. 

The Foundation for Management 
Research questions the tax exemp- 
tion status of this activity on the 
part of hospitals and cites Section 
501 (C) of the Internal Revenue 
Act. It makes a very feeble ef- 
fort to substantiate its position. 
On the other hand, the study con- 
ducted by Dr. Rorem states, ‘‘Hos- 
pital income from doctors’ offices 
has the same exemption from fed- 
eral income taxation as earnings 
from securities and real estate.” 

On the subject of costs, another 
area of conflict, the Foundation 
contends that in order to break 
even over a 20-year period a hos- 
pital must charge a rental of $6.46 
per square foot. The reliability of 
this figure might be determined 
by the average cost per square foot 
of operation compiled by The 
National Association of Building 
Owners and Managers (1954) 
which shows a national average 
of $2.27 per square foot. 

There do seem to be some areas 
of agreement between the two 
books. The study of Dr. Rorem 
implies that medical care is im- 
proved with the arrangement; this 
point is not debated by The Foun- 
dation for Management Research. 
Both apparently agree on two ad- 
ditional points: (1) that hospital 
administrators feel this is a finan- 
cial aid, and (2) that physicians 
who occupy the facilities are 
pleased. 

Some informed persons reading 
Doctors’ Offices in Hospital-Fi- 
nanced Buildings would probably 
disagree with the conclusions 
reached and likely would not be 
in accord with the fact that it 
disregards the welfare of the pa- 
tient. In contrast, the other book 
affords a guide for hospitals either 
engaged in the operation of phy- 
sicians’ offices or contemplating 


also: 
The unmarried mother 
Medical terminology guide 


such a venture. In this way it 
makes a distinct contribution to 
hospital literature.—FRANK S. 
GRONER, administrator, Baptist Me- 
morial Hospital, Memphis 


The unmarried mother 


Public Affairs Pamphlet No. 282, 
The Unmarried Mother by Ruth 
L. Butcher and Marion O. Robin- 
son, presents an excellent objec- 
tive view of this social situation 
and ways of handling it. Although 
medical and health services are 
not emphasized, there is discus- 
sion of them as well as of legal 
services. Primary emphasis is on 
sociological aspects. Hospital so- 
cial workers will find this pam- 
phlet well worth its 25 cent pur- 
chase price. Order from Public 
Affairs Pamphlets, 22 East 38th 
St., New York 16, N.Y. 


Medical terminology guide 


UNDERSTANDING MEDICAL TERMINOL- 
ocy. Sister Mary Agnes Clare 
Frenay, St. Louis, Catholic Hospi- 
tal Association, 1958. 202 pp. $5.00. 
The title of this book is an apt 

statement of its purpose, which is 

fulfilled in an excellent manner. 

In a comprehensive format the 

author first gives the more com- 

mon prefixes and suffixes which 
form the framework of medical 
words followed by a word illus- 
trating the usage, an analysis, and 
definition of the word. The fol- 
lowing chapters consider body 
systems and special senses. The 
chapters contain prefixes, suffixes, 
illustrations pertinent to the sys- 
tem, abbreviations, terms related 
to adjunct departments, oral read- 
ing, and a reading list applicable 
to the system. Each chapter in- 
cludes a table of conditions ame- 
nable to sirgery together with the 
appropriate surgical procedures. 

Unfortunately, design of the 
book leaves something to be de- 
sired. Print used appears some- 
what smaller than normal and 
rather gray, making for difficult 
reading. 

As an instructor, the reviewer 

(Continued on page 103) 
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The table below shows amounts? of other 
fruit juices required to supply the 100 


mg.* of vitamin C in one glass (7-9 fi. oz.) 
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apple * en FD 
grape 9 glasses whl 


. “13 
pineapple 3-4 glasses I! 


prune 50 glasses wi 


























*Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 
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HOW MICHIGAN 
HOSPITAL SAVED 
$73,000 IN 
LABOR COSTS 


by MRS. GENEVIEVE M.- PARKER 


OR THE past two years Hurley 

Hospital, Flint, Mich., has 
achieved an annual savings of 
$73,000 in its dietary labor costs, 
at the same time providing better 
service to patients. How the hos- 
pital achieved these savings is 
primarily a story of change of 
principle in staffing the dietary 
department. The hospital had to 
effect savings in the _ dietary 
budget to provide for the sub- 
stantial salary increase given to 
all dietary employees in January 
1956. 

The $73,000 saving was achieved 
by the application of the principle 
of “man-hours” needed to do a 
job instead of “number of em- 
ployees” in staffing the dietary 
department. Many areas were 
found where an hour or two of 
work could be saved per day, 
where there was duplication of 
effort, and where timesaving pro- 
cedures could be set up. Even one 
hour per day less would mean a 
saving of $452 per year. It was a 
real challenge to find ways of sav- 
ing hours of labor, or “man-hours”. 


CHANGES IN CAFETERIA 


It was obvious that many time 
saving procedures could be ef- 
fected in the cafeteria, in the main 
kitchen and in the patient food 


Mrs. Genevieve M. Parker is head die- 
titian at Hurley Hospital, Flint, Mich. 
Hurley Hospital was recipient of the grand 
prize in the 1957 Michigan Hospital As- 
sociation hospital improvement contest 
for effecting these labor savings in the 
hospital’s dietary operation. 
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service areas. First of all, in the 
cafeteria self-service was _ insti- 
tuted in as many areas as possible. 
Other steps taken to cut down 
labor costs in the cafeteria are as 
follows: 

1. A bar graph was made of 
scheduled work hours to give a 
vivid picture of over-lapping 
hours. 

2. The number of customers go- 
ing through the cafeteria line was 
checked at 15-minute intervals. 
This information showed that one 
steam table section could be closed 
at noon, This change resulted in a 
daily saving of five man-hours. 

3. Provision for a larger inven- 
tory of trays, dishes, glasses, and 
silverware eliminated the need for 
replenishing these items during 
mealtime rush periods. Quantity 
was determined from the 15-min- 
ute check period. 

4. Enough salads were prepared 
in advance and stored on trays in 
the refrigerator, behind the salad 
bar, to carry through most of the 
cafeteria period. 

5. Cafeteria menus were simpli- 
fied. It was decided that a large 
selection of similar items, such as 
three or four entrees, several veg- 
etables, etc., impeded the speed 
of the line and caused more left- 
over food problems. The hospital 
decided to concentrate on variety 
throughout the week, and on more 
frequent use of popular foods that 
could be prepared in quantity. 

6. Ice cream was made self- 


service by dispensing in individual 
paper cups. This change eliminated 
the need for an employee to hand 
dip or cut ice cream. The cost of 
the paper cups was offset by the 
decrease in labor cost. 

7. We discontinued making sand- 
wiches to order. Instead, two slices 
of bread were placed together with 
filling on top of one slice, and the 
sandwich was then wrapped in 
cellophane. The kind of sandwich 
could be easily identified without 
labeling; it was also attractive, and 
stayed fresh and appetizing. 

8. By installing self-service cof- 
fee urns, enough man-hours were 
eliminated to pay for the urns in 
less than a year. 

9. Accumulation of unused in- 
formation was discontinued. The 
cashier no longer counted the total 
number of customers who passed 
through the cafeteria line each 
meal. Since the meals varied so 
much in size, the number served 
gave us no pertinent information. 
By combining the work of the 
cashier and beverage girls, the hos- 
pital saved 12 man-hours per day. 

10. Diners bussed their own 
trays to a central area, where the 
trays were placed on a conveyor 
belt to the dishroom. By presort- 
ing of dishes at this station, addi- 
tional man-hours were saved in 
the dishroom operation. 

11. The hours of night cafeteria 
service were shortened, although 
there was still ample time for 
night employees to eat. This change 
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allowed time for the night cafe- 
teria employee to prepare nour- 
ishments for the next day. 

12. No full-time employees were 
released, but as positions became 
vacant, due to retirement or trans- 
fers to other departments, they 
were not filled. 


SAVINGS IN THE MAIN KITCHEN 


The main kitchen also offered 
opportunity for effecting consid- 
erable savings in man-hours. Prep- 
aration of many special diet foods, 
such as salt and fat restrictive 


items, were assigned to the regu- 
lar cooks. This change eliminated 
eight man-hours per day in the 
special diet kitchen. 

An intercommunication system 
was installed between the floor 
serving kitchens and the food 
preparation unit. 

Dumb-waiter service was in- 
stalled between the main kitchen 
and the doctor’s room on the sur- 
gical floor. This system saved 30- 
45 minutes per day, because it was 
no longer necessary to transport 
coffee and dishes by elevator. The 


Table 1—Comparison of patient census and hours of duty for 
dietary employees on April 23 and May 3, 1957, at Hurley 


Hospital, Flint, Mich. 





Date: April 23, 1957 (Standard) 


Date: May 3, 1957 





| CENSUS 


HOURS 


ACTUAL CENSUS HOURS 





Food production 





Cafeteria 








Formula room 





Patient food service 





Floor: 11 






























































Table 2—Comparisons of hours on duty on December 5 in three 
successive years at Hurley Hospital, Flint, Mich.* 





Patient census 


DEC. 5, 1955 


DEC. 5, 1956] DEC. 5, 1957 


463 502 








Newborn census 


49 47 








Hours of labor paid in: 











Patient food service 


Main kitchen and porters 





Cafeteria 


Total 


Supervision 


*Date recorded from timecards. 




















patient food service kitchens were 
already serviced by the same 
dumb-waiters so the cost of the 
change was minimal. 

Analysis of several jobs in the 
main kitchen showed that addi- 
tional carts for transporting food, 
portable tables for work areas and 
preparation of nourishments at 
night by the cafeteria employee 
saved additional man-hours each 
day. These changes, as well as 
elimination of duplication of du- 
ties and instruction in timesaving 
methods, accounted for a daily 
saving of 12 man-hours. 


REASSIGNMENT ON THE FLOORS 


In patient food service areas, 
it was found that wasted time 
could be eliminated by scheduling 
part-time employees for meal serv- 
ice only. More man-hours per day 
could be saved by basing hours 
needed on number of patients. A 
daily record was kept for three 
months of patient census and time 
allotted on each floor. April 23, 
1957, was used as the date for 
basis for comparison (see Table 
I, left). 

From this information, the fol- 
lowing standard of average man- 
hours per patient day was devel- 
oped: 

Census 

Surgical private .51 (Varies3lto 60) 


Medical private .57 (Varies 23 to 60) 

Maternity 42 (Varies 25 to 55) 

Surgical ward .47 (Varies 55 to 103) 

Medical ward 47 (Varies 60 to 106) 

This standard does not include 
supervision or food preparation. 
Schedules are changed daily as 
necessary to adjust man-hours 
worked on each floor according to 
census. This standard is adhered 
to within reason. 

Comparison of hours on duty on 
December 5 in three successive 
years as recorded from timecards 
was also made (See Table II, left). 

This data showed that in two 
years, there was a decrease of 161.5 
man-hours per day (not including 
supervision) in the cafeteria and 
dietary department with an in- 
crease in daily patient census of 
69. This has meant a savings of 
$200.26 per day or $73,094.90 per 
year, based on our minimum hour- 
ly rate of $1.24. Actually, the sav- 
ings would amount to more since 
full-time dietary department em- 
ployees receive automatic salary 
increases through the first 20 years 
of service. . 
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“We like the 
dependable, 


flexible service 


our 


equipment gives’”’ 


Lasell Junior College 
Auburndale, Massachusetts 


*“We’ve always used Gas, and we’ve always 
been more than happy with the results,” 
say Chef E. K. Turner and Dietitian Miss 
Elizabeth Smith of Lasell Junior College. 
Gas helps the chef prepare the tasty, appe- 
tizing food students write home about be- 
cause Gas provides close control over cook- 
ing and baking. Gas is also clean, fast and 
dependable, with minimum maintenance. 

The modern Gas equipment Lasell Junior 
College uses includes 5 Vulcan ranges, 2 
Vulcan broilers, 2 Blodgett ovens, 3 Pitco 
fryers, 2 griddles, a baker’s stove and a Gas 
proofing closet. 

For information on how Gas can help 
you prepare quality food, call your Gas 
Company commercial specialist. He’ll be 
glad to discuss the economies and outstand- 
ing results Gas and modern Gas equipment 
provide. American Gas Association, 
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Shrimp in plentiful supply this month 


Shrimp—one of the more popu- 
lar shellfish—are now in plentiful 
supply. To encourage hospitals, 
hotels and other quantity feeding 
establishments to incorporate this 
fish selection on their menus, the 
Fish and Wildlife Service of the 
U.S. Department of Agriculture 
has prepared a series of entree 
suggestions for use of shrimp. One 
that is applicable to hospital use 
for both patients and personnel is 
the entree, shrimp oriental. This 
entree may be served with a baked 
potato and buttered asparagus 
spears or offered with a_ tossed 
green salad and buttered corn and 
lima beans. Here is the recipe: 

SHRIMP ORIENTAL 
(24 servings) 

5 lbs. shrimp, fresh or frozen 

1 ec. lemon juice 

1 Ib. all purpose flour 
1% ec. (8) eggs, beaten 

2 tbsp. salt 

1. Thaw frozen shrimp. 

2. Peel shrimp and cut almost 
through lengthwise and remove 
sand veins. Wash and drain. 

3. Pour lemon juice over shrimp 
and let stand 10 minutes. 

4. Place flour in paper bag. Add 
shrimp and shake well. 

5. Combine egg and salt. Dip 
shrimp in egg. 

6. Fry shrimp in deep fat (350° 
F.) Cook approximately 3-4 min- 
utes, depending on size of shrimp. 

7. Drain on absorbent paper. ® 


Michigan State to hold 
communications workshop 


A two-week workshop on com- 
munication and management ap- 
plication to be held at Michigan 
State University this summer has 
been geared to the problems facing 
the hospital dietitian, nutritionist, 
and school and university food 
service manager. 

The course, which carries three 
term credits in institution admin- 
istration, will be conducted August 
2-14. The first week will be de- 
voted to discussion of the princi- 
ples of communication and learn- 
ing. During the second week the 
students will consider the appli- 
cation of communications principles 
to management problems. 


78 


The workshop is open to stu- 
dents who are eligible for admis- 
sion to the college of graduate 
studies. Registration and course 


fees are $20 for Michigan students 


and $45 for out-of-state students. 

Reservation forms for the work- 
shop and housing may be obtained 
from Miss Katherine Hart, Room 
4, College of Home Economics, 
Michigan State University, East 
Lansing, Mich. Deadline for re- 
ceipt of applications for the work- 
shop is July 1. * 





REVISED STOREROOM STANDARD 


features more _ pre-portioned, 
ready-to-use foods 


is THIS DAY of rapidly advancing 
science, fiction seems hard 
pressed to keep ahead of fact. The 
science of food technology, al- 
though it is less spectacular per- 
haps than some of the other sci- 
ences, nonetheless advances at a 
pace no less rapid. 

The number of new food prod- 
ucts is tremendous; improvements 
in previous products—in terms of 
quality, pack and time and labor 
conservation—provide another 
lengthy list. The need for these 
additions and improvements is 
rarely questioned; but it is imple- 
mentation of these products that 
sometimes is met with great re- 
luctance. This reluctance can be 
traced in part to the desire to 
cling to the old, traditional way; 
to absorption in the daily me- 
chanics of the job without regard 
for the world about us and the 
many new products and tools that 
make it possible to perform a bet- 
ter job more easily. 

Cognizant of the fact that the 
old way may not be the best way, 
food manufacturers have research- 
ed, developed and merchandized 
for the institutional market a wide 
variety of time, labor and money 
saving products of high quality 
directly applicable to hospital use. 

Reflecting the impact of these 
newer products on dietary depart- 
ment operation, many pre-pre- 
pared, pre-portioned, ready-to-use 
staples are incorporated in the re- 
vised storeroom standard inven- 
tory that appears on p. 79. This 
list includes the amount of staples 
that a 50-bed hospital will need 
on its storeroom shelves at the be- 
ginning of each 21-day period. 
The three-week period has been 
chosen to coincide with the Amer- 
ican Hospital Association cycle 
menu service. 


Provision is made in the store- 
room standard for the use of in- 
dividually packed servings of 
crackers, jellies, preserves, syrups 
and popular condiments such as 
catsup and mustard. It is felt that 
these items save time and labor 
and offer built-in sanitation. The 
4% lb. cans of the jellies and pre- 
serves are also provided for use 
in food preparation. 

The hotbread, cake and pudding 
mixes are included in the store- 
room standard as time and labor 
savers in food service operations 
with special emphasis on the 
smaller hospital and on areas with 
limited hospital labor markets. 
These mixes also offer a high 
quality consistent product and nu- 
merous opportunities for varia- 
tion. It has been recognized that 
many hospitals will continue to 
prepare from “scratch” many 
house favorites in the pastry and 
hotbread line. 

Additional time and labor sav- 
ers included on the revised store- 
room standard are instant pota- 
toes and beef and chicken soup 
bases, It is felt that these products 
save time and labor for hospitals 
in the daily preparation of pota- 
toes and soups and in meeting be- 
tween-meal requests for food. 

A limited number of canned 
meats and poultry are in the in- 
ventory. These are provided for 
emergencies or may be served on 
the regular hospital menu, which- 
ever is desired. 

Dry milk solids are incorporated 
in the storeroom standard in rec- 
ognition of the growing use of this 
product. 

Additional copies of the stand- 
ard are available without charge 
from the American Hospital Asso- 
ciation, 840 North Lake Shore 
Drive, Chicago 11, Il. 
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STOREROOM STANDARD INVENTORY PER 50 BEDS 


(Amount of staples that a 50-bed hospital should have on 
its storeroom shelves at the start of each 21-day cycle) 





| 


ITEM = |< GRADE | COUNT | UNIT SIZE | AMOUNT | ITEM = |«<GRADE.~=—- COUNT__—«UNIT SIZE | AMOUNT 





Beverages Jellies and Preserves 


Hot chocolate, | | | Apple jelly | | | 4% can 1 case 
instant? 50-1 box 1 case (300) | Y%~-¥Y%, oz. packet | 1 case (200) 
Coffee, instant? 50-1 box 1 case (300) Currant jelly | 4% #4 can 1 case 
ea? | \%& oz. tea bag 1 case (1000) e Y-% oz. packet : case (200) 
rape jelly 4% # can case 
. Y%—-% oz. packet | 1 case (200) 
Cereals and Farinaceous Products Strawberry preserves Sh can Scone 
Corn flakes | | 1 oz. 1 case (100 pkgs.) %-% oz. packet | 1 case (200) 
a | | 2 Ibs. ay 3 cadé 
rackers 2 in a bag caddies 
Farina 1 Ib. 12 oz. 1 case (18 pkgs.) Meats and Poultry 
Ready-to-eat malt | | Beef hash, corned #10 can 
flaked cereal | 1 oz. 1 case (100 pkgs.) || Beef stew 10 can 
Macaroni | | | 1 box || Chicken, boned #2% can 
Noodles (med.) | 3 | 1 box | Chili con carne 10 can 
Puffed rice cereal | : 1 case (50 pkgs.) 
Puffed wheat cereal | : 1 case (50 pkgs.) Cake Mixes 
Ready-to-eat } ' j 
rice cereal s 1 case (50 pkgs.) Angel food 1 cake pkg 
Rice, instant | 1 Ib. 1 case Chiffon cake 1 cake pkg 
Rice, long grain ‘ 1 case Chocolate 1 cake pkg 
Rolled oats ; 1 case (12 pkgs.) Gingerbread 1 cake pkg 
Rolled wheat cereal | 1 Ib. 2 oz. 1 case (18 pkgs.) White 1 cake pkg. 
Shredded wheat | 1 oz. | 1 case (50 pkgs.) Yellow 1 cake pkg 
Spaghetti | i | 1 box 1| 
an at , - Pudding Mixes 
wheat flake cereal | | L 1 case (100 pkgs.) : | | 
Whole wheat cereal | | ; 1 case (24 pkgs.) ue | rt pkgs. | 2 cases 
Gelatin assorted 
desserts 1% Ib. pkgs 1 case 


Condiments, Syrups, Sauces 
Barbecue sauce 1 gal. | 1 case Pickl 
Catsup Y% oz. packet 1 pkge. (200) {| exes 
Mustard | % oz. packet 1 pkge. (200) Cucumber 


Syrup, maple 1 oz. 1 pkge. (200) sweet, sliced qt. jar 
Dill qt. jar 


Canned Fish . 

: ‘ Salad Dressings 

Salmon (pink) Choice | - 1 case | , , ‘ , 

Sardines (in oil) Y% Ib. 1 case French dressing | | 1 gal. 1 case 

Tuna (in brine) 1 Ib. 1 case Mayonnaise 1 gal 2 cases 
Salad dressing 1 gal. 1 case 


Canned Fruits Shortening 


Applesauce | Choice | #10 | | r 
Applesauce Choice 22Y%5 Hydrogenated fat 3 can 
pple slices hoice #10 
Apricot halves Choice Canned Soups 
Apricot halves Choice 20 $2% Asparagus, cream of | | ‘ 
Cherries R/A Choice }H #10 Beef broth 
Cherries R/A | Choice 42% Beef noddle 
Cherries, dark sweet | Choice #10 Celery, cream of 
Cherries, dark sweet | Choice 0- Chicken broth 
Cherries, sour Choice 0 Chicken noodle 
Cranberry sauce Chicken rice 
Figs, Kadota | Choice - || Clam chowder 
Fruit cocktail Choice Oxtail 
Fruit cocktail | Choice 2 Pea, green 
Grapefruit sections | Choice | Mushroom, cream of 
Nectarine halves Choice Tomato, cream of 
_—_ — — | 
each slices hoice Soup Bases 
Pear halves | Choice - , » 
Pineapple slices Choice Beef 1# jar 
Plums, Italian Choice 2 Chicken If jar 
Plums, green gage Choice # | Cuntiilt Segue 
‘ H Asparagus, spears Standard 24 2 
: Canned Frutt Suices Beans, backed Standard 
Apple #5 2 cases Beans, greens (cut) | Standard 
Apricot nectar #5 1 case Beans, Lima Ext. Standard 
Blended (orange and Beans, wax Standard 
grapefruit) | #5 1 case Beets, sliced Standard 
Cranberry | qt. bottle | 1 case Beets, whole Standard 
Grape | | qt. bottle 1 case Carrots Standard 
Grapefruit #5 2 cases Corn, cream style Standard 
Orange | #9 2 cases Corn, whole kerne Standard 
Peach nectar #5 1 case Olives, green Ext. Standard 
Pear nectar #5 1 case Peas (early #3) Standard 
Pineapple #5 I case Pimientos Standard 
Potatoes, instant 


AOAnnnnnanan naa 


Dried Fruits and Vegetables flake, 24#) 
. : Potatoes, sweet 
Apricots 25 Ibs (yams) Standard 2% 1 case 
Prunes 30-40 25 Ibs. Sauerkraut Grade A 1 case 
Raisins (seedless) 1 Ib. pkg. 1 case Spinach Standard \ 1 case 
Beans, navy 1 Ib. pkg. 1 case Tomatoes 5 F 
Peas, green (split) 1 Ib. pkg. 1 case (hand peeled) Ext. Standard 2 cases 
Tomato paste Ext. Standard 1 case 
Hotbreads Tomato puree Standard ; 1 case 
Biscuit mix _ ] | 54 | 1 case Tomato catsup Standard bottle 1 case 
Coffee cake mix 5# 1 case Tomato chili sauce Standard bottle 1 case 
Muffin mix Tomato juice Standard 1 case 
Plain 1 case 
Corn 1 case Miscell 
Pancake mix 1 case iscellaneous 
Yeast roll mix 1 case Cheese spread, 
- : : triple use 1# jar 1 case 
1. The standard does not include the daily requirements for such staples as sugar, Milk solids, dry 13 oz. pkg 2 cases 
salt, pepper, coffee and tea. The use of individual sugar, salt and pepper packets has 
been found to eliminate the need for purchasing and maintaining sugar bowls and salt 2. The amounts of instant coffee and hot chocolate and tea bags included in this list 
and pepper shakers in the hospital. have been set at a minimum. The totals given are not intended as the recommended 
Dairy products, such as butter, eggs, cheeses — soft and hard, fresh milk and milk order for these items; rather the hospital should carefully check its menu pattern for 
products, are to be ordered and delivered on a daily or as needed basis. the exact amounts needed. 
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personnel changes 


@ A. Boyd Anderson has been ap- 
pointed assistant administrator of 
West Penn Hospital, Pittsburgh. 
He was formerly an administra- 
tive resident at the hospital. Mr. 
Anderson received his masters de- 
gree in hygiene this month, from 
the University of Pittsburgh. Prior 
to taking graduate work in hos- 
pital administration, Mr. Anderson 
was assistant superintendent of 
Washington (Pa.) Hospital. 


@ Glenn V. Bailey has been ap- 
pointed administrator of Grand 
View Hospital, Sellersville, Pa. He 
was formerly assistant director of 
the Niagara Falls (N.Y.) Memorial 
Hospital. Mr. Bailey is a graduate 
of the Columbia University course 
in hospital administration. 


@ Major William S. Beck, MSC, has been 
assigned as administrator of the 
new U.S. Air Force Hospital, Co- 
lumbus Air Force Base, Miss. He is 
a graduate of the Baylor Univer- 





sity-Army course in hospital ad- 
ministration. Lt. Lester $. Greider, MC, 
is commander of the Air Force 
hospital. 


@ James Champer has been appointed 
assistant director of Louis A. Weiss 
Memorial Hospital, Chicago. He 
was formerly administrative as- 
sistant with that hospital. Mr. 
Champer is a graduate of the 
Northwestern University program 
in hospital administration. 


@ David V. Damberg has been ap- 
pointed administrative assistant of 
Rhode Island Hospital, Providence. 
He is a graduate of the University 
of Minnesota course in hospital 
administration and was formerly 
an administrative resident at the 
hospital. 


@ Cheney Ellerbe has been appointed 
administrator of the Fort Lauder- 
dale (Fla.) Beach Hospital. He was 
formerly administrator of the 
Fairmont (W. Va.) General Hos- 


pital, and this month received his 
masters degree in hospital admin- 
istration from Northwestern Uni- 
versity. 


@ Edgar C. Kruse has been appointed 
administrator of the Lutheran 
Hospital, Fort Wayne, Ind. He was 
formerly assist- 
ant administra- 
tor of the hos- 
pital. Mr. Kruse 
succeeds E. J. 
Moeller, who is 
retiring after 30 
years as the 
hospital’s ad- 
ministrator. Mr. 
Kruse is mem- 
ber of the board 
of trustees of 
the Indiana Hospital Association 
and on the advisory board of the 
Indiana Chapter of the American 
Association of Hospital Account- 
ants. He is a past president of the 
Northeast Indiana Hospital Coun- 
cil. 


MR. KRUSE 
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@ Frank Allan Lynch has been ap- 
pointed administrative assistant 
of Presbyterian-St. Luke’s Hospi- 
tal, Chicago. He was formerly di- 
rector of patients services at St. 
Luke’s Divison. Mr. Lynch is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration. 


@ E. C. Moeller (see Kruse item). 


@ Eugene Morris has been appointed 
administrator of Edward Hospital, 
Naperville, Ill. He is a charter 
member of the hospital’s board of 
directors, served as chairman of 
the public relations committee as 
well as chairman of the Edward 
Hospital District Development 
Committee. 


@ Firal L. Ryder has been appointed 
administrator of Natchitoches (La.) 
Parish Hospital succeeding J. W. 
Holloway. Mr. Ryder was former- 
ly business manager of the Gray 
Clinic and Hospital, Springhill, 
La. 


@ Sister Helen (see Sister Roberta 
item). 


@ Sister Roberta has been appointed 
administrator of O’Connor Hospi- 
tal, San Jose, Calif. She was for- 
merly administrator of Hotel Dieu 
Hospital, El] Paso, Texas. Sister 
Roberta succeeds Sister Helen who 
has been transferred to the Mother 
House of the Daughters of Charity 
in St. Louis because of poor health. 


@ Sister Rose Imelda has been ap- 
pointed administrator of St. Mary’s 
Hospital, Astoria, Ore. She was 
formerly provincial assistant of 
the Sacred Heart Province, Seattle. 


@ Roy Stadler has been appointed 
the administrator of Hubbard Me- 
morial Hospital, Bad Axe, Mich. 
He was formerly administrator of 
Ray County Memorial Hospital, 
Richmond, Mo. 


@ Mildred Stenlund, R.N., has been ap- 
pointed administrator of the Dr. 
Henry Schmidt Memorial Hospital, 
Westbrook, Minn., succeeding 
Thelma Clarke. 


@ Velmer P. Turnage has been ap- 
pointed administrator of Memorial 
Hospital, Bainbridge, Ga. He was 
formerly administrator of Scott 
County Hospital, Oneida, Tenn. 
Mr. Turnage is a graduate of the 
Georgia State College course in 
hospital administration. 
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@ Harold £E. Wetzel has been ap- 
pointed administrator of Miners 
Hospital of Northern Cambria, 
Spangler, Pa. He was formerly ad- 
ministrator of Anniston (Ala.) Me- 
morial Hospital. Mr. Wetzel is a 
graduate of the University of To- 
ronto program in hospital adminis- 
tration. 


@ Frederick R. Wolf has been ap- 
pointed administrative services 
director of Philadelphia General 
Hospital. He was formerly admin- 
istrator-consultant at Fort Worth 
(Tex.) Children’s Hospital. Mr. 


Wolf is a graduate of the Univer- 
sity of Minnesota program in hos- 
pital administration. 


Deaths 


@ Marion Lorraine Jackson died May 
18 in Cambridge, Mass., at the 
age of 63. She was administrator 
of Portsmouth (N.H.) Hospital. 
Miss Jackson was a fellow of the 
American College of Hospital Ad- 
ministrators and had been in hos- 
pital administration in New Eng- 
land since 1927 when she began 
her career as administrator of 
Malden (Mass.) Hospital. s 
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laundhy-houscheepiing 


METHODS AFFECT 


CROSS-INFECTION RATE 


by LEE D. STAUFFER 


§ ip GREAT concern over the re- 
cent rise in hospital cross in- 
fections has caused hospital per- 
sonnel to look on the environment 
of the hospital in a new light. 
Breaks in technique or laxity in 
some of the day-to-day hospital 
operations have created avenues 
for organisms to move from pa- 
tient to patient. 

In this period of reappraisal all 
areas of the hospital environment 
are necessarily undergoing scru- 
tiny. One of these areas, cited by 
many authors as needing improve- 
ment, is that of linens and linen 
handling.4-13, 17, 19, 20 

There is general agreement that 
linens must not be capable of con- 
tributing to hospital contamina- 
tion, but must, in fact, be consid- 
ered part of a patient’s wound 
dressing.4 There is less agreement 
as to what measures are necessary 
to produce and maintain linens of 
that quality. 


EFFICACY OF LAUNDRY PROCESS 


There appears to be very little 
doubt that current commercial 
laundry procedures are capable of 

Lee D. Stauffer is senior sanitarian, 
University Health Service, and assistant 


professor, School of Public Health, Uni- 
versity of Minnesota. 
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Usual laundry operations are quite 
effective in reducing the spread of in- 
fectious organisms, but laundry layout 
and ventilation, and methods of sort- 
ing and transporting linen to the laun- 
dry, often contaminate linens sterilized 
by washing and finishing operations, 
the author states. He suggests steps 
which can be adopted to eliminate 
such sources of contamination. 





producing a bacteriologically sat- 
isfactory product. This was shown 
as long ago as 1938 by Arnold,? 
and stated more recently by Sher- 
ril and Kinard,!® and Barnes.? 
Even though Arnold’s studies 
were done on machines having 
wooden cylinders, which appar- 
ently served as a source of bacteria 
for successive loads, he was able 
to report, “The high temperature 
washing formula for white clothes 
and fabrics has sufficient temper- 
ature and holding time to insure 
a safe procedure from a public 
health point of view.” Although 
sterility was not achieved by wash- 
ing alone, “The extraction and 
ironing procedures remove or kill 
the residual adherent bacteria in 
all instances studied by us.’ 
Although essentially sterile lin- 
ens can be produced by proper 


laundry operations, it must not 
be thought that sterility is an au- 
tomatic “by-product” of any laun- 
dry operation. 

Church and Loosli found that 
laundry layout and _ ventilation 
played a significant role in the 
bacteriological quality of the out- 
put.5 Two laundries served the 
hospital they studied. In laundry 
A, sorting of dirty linens was 
done in the same room in which 
the washers were located and 
there was a definite down-draft 
from the laundry chute into the 
laundry. Laundry B was a large 
commercial one-room laundry. 

Like Arnold, Church and Loosli 
found the laundry process quite 
efficient, but found that the ex- 
tractors served as giant air cen- 
trifuges to draw the air-borne or- 
ganisms into the cloth. Air moved 
through the extractors at the rate 
of 70-100 cubic feet per minute. 
The number of organisms in the 
air surrounding the extractors, the 
organisms in the extracted linen, 
and the number of organisms in 
the extracted water all had a defi- 
nite relationship to the amount of 
sorting of soiled linen being done. 
An example of their findings is 
very illuminating: 
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Examples of Bacteria Counts per 
Square Foot Obtained in Linen 


Laundry A Laundry B 


Before washing 2,000 38,000 
After rinse 10 350 
After extraction 2,300 165,000 
After ironing 30 250 
After folding 150 1,140 


Their work showed that “The 
ironing process . . . was unable to 
kill many of these organisms which 
by-passed the washing process via 
the air .. .”” Dried mucus seemed 
to aid survival of the organisms. 

Several necessities for laundry 
operation seem apparent from this 
study and others: %11 

1. Any sorting activities of soiled 
linen must be segregated from the 
washing, extracting and finishing 
operations. 

2. The laundry proper must be 
under a positive air pressure in 
relation to the room used for re- 
ceiving and sorting soiled linen. 

3. The general air movement in 
the laundry itself should be from 
the cleanest area toward the wash- 
ers, with the final exhaust in the 
area of the washers. This arrange- 
ment prevents dissemination of 
air-borne bacteria resulting from 
the loading operation. 

With observance of the few cri- 
teria above, plus protected trans- 
portation and storage, it would 
seem possible to furnish staff and 
patients with linens that are bac- 
teriologically safe in every way. 

Although the infection potential 
of “clean” linen can be effectively 
eliminated, soiled linen, by its very 
nature, poses a more serious threat 
in the event of mishandling. Most 
of the articles in the bibliography 
make reference to the role of lint 
from linens and blankets serving 
to transport organisms from pa- 
tient to patient. Several specifi- 
cally mention the practice of 
sorting soiled linens on nursing 
stations and in the wards as con- 
tributing to the bacterial pollution 
of our hospitals.7,10,13,17,19,20 

Obviously, any nursing activity 
which results in the agitation of 
the bed clothing or dressings will 
seed the air heavily with poten- 
tially infectious organisms. The 
American Hospital Association 
Hospital Laundry Manual of Op- 
eration! recommends sorting of 
contaminated linen on the station 


JUNE 16, 1959, VOL. 33 


by the nurses. This recommenda- 
tion was designed to minimize ex- 
posure of subsequent handlers of 
the linen on its route to the laun- 
dry. To that end it was good. This 
recommendation did, however, pre- 
cede the present concern for the 
potential of air-borne transmission 
of organisms, Recently, Starkey!9 
and Walters2° have favored sort- 
ing of the linen after washing. 
Starkey says that linen exchange 
“. . should be based on a clean 
linen quota replacement system 


rather than on a counting of dirty 
linen check.” 

A recent study by Hurst and 
others!2 has served to point up 
some of the hazards of using laun- 
dry chutes to transport soiled or 
infected linens in a hospital. Since 
chutes are so commonly used for 
this purpose, the study is a sig- 
nificant one. 

The study was made in a mod- 
ern 16-story hospital. They found 
there was “... considerable move- 
ment of air from the chutes into 








Hour 


A 


Blushat Die ation ? 


There’s little doubt that the hospital blanket which is in such 
close contact with the patient offers a fertile field for spreading 
infection. Confirmation by bacteriologic tests usually reveals 
a surprisingly high count under ordinary blanket use situations. 


Efforts to eliminate this reservoir for spreading staph (and 
other potentially dangerous organisms such as tubercle bacilli) 
have stimulated controlled studies in many hospitals... 
and the consequent adoption of routine disinfection 
of blankets between patients. For example— 


In New Hampshire, Adams’* hospital added Amphyl® disinfectant to 
routine laundering of blankets as patients changed, or earlier if soiling 
occurred, with the result that “it renders them routinely sterile” and 


also “this disinfectant neither shrinks nor discolors blankets.” 


In Washington, Ravenholt and others’ tested Amphyl for 
disinfecting hospital blankets heavily contaminated with staph. 
Their findings indicate that “the addition of a synthetic phenolic 
disinfectant Amphyl achieves virtual elimination of staphylococci 
on the blankets. Routine use of the tested disinfectant for 
washing blankets, pillows, and all laundry materials, as well as for 


surface disinfection, in a Seattle tuberculosis sanatorium for 


seven years has demonstrated that the disinfectant does not injure 
fabrics or other materials nor cause sensitivity reactions in 
personnel or patients. On the basis of these findings, the 

synthetic phenol used in these studies appears to be a suitable 
compound for use in blanket disinfection.” 


Practical problems of laundry handling as well as the bactericidal 
and tuberculocidal effects of Amphyl have been considered 
in these reports. We hope you will find each article helpful 
in making Amphy] blanket disinfection routine in your own laundry. 
Also, Lehn & Fink’s technical staff is always ready to assist 
you in strengthening control of cross infection in any area of your 
hospital. Just write us at 445 Park Avenue, New York 22, N. Y. 


(Je with be gkad 
te Akud tharae rey nin te; 


1, Adams, Ralph: Med. Times, 86:1119-1127 (Sept.) 1958. 
2. Adams, Ralph: Resident Physician, 4:112-132 (Sept.) 1958 
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the hospital corridors. This move- 
ment was strongest on the upper 
floors and released as much as 30 
to 60 cubic feet of air in the 5 to 
10 seconds a chute door was opened 
for normal use.” All floors received 
large gusts of air if the doors were 
open during the passage of ma- 
terials down the chute. 

re report of the study contin- 

s, “The air of the laundry chute 
was found to contain 200 to 600 
staphylococci per cubic foot. The 
lint in the laundry chute was also 
heavily contaminated by staphy- 
lococci.” The staphylococci were 
no doubt transmitted to the chute 
by contaminated bed clothing and 
could then be disseminated again 
by air current from the chutes. 

By the use of fluorescent dye in 
the chutes, it was demonstrated 
that air was forced from the chutes 
and dye particles settled for many 
feet up and down the hall. These 
particles were soon tracked into 
the nearby nursery and through- 
out the hospital. On the basis of 
this finding, Hurst and his asso- 
ciates made two recommendations: 

1. Hospital chutes should utilize 
double door airlocks or similar de- 
vices to prevent the return of con- 
taminated particles to hospital cor- 
ridors and patient areas. 

2. Materials from infected pa- 
tients should not be put directly 
into chutes. 


WHAT CAN BE DONE 


Since proper laundering will re- 
move the infection potential from 
contaminated linen, the problem 
becomes essentially one of per- 
sonnel. What can be done to pre- 
vent infection due to soiled linens, 
and to prevent reinfection of clean 
linens? 

One system, based on the Guide 
for the Prevention and Control of 
Infections in Hospitals,17 and the 
AHA Hospital Laundry Manual,! 
would be as follows: 

1. The linen from known in- 
fected patients should be put di- 
rectly into a distinctive bag in 
the patient’s room by the nurse. 
The nurse should utilize isolation 
techniques so that the outside of 
the bag is not soiled. 

2. Unless laundry chutes with 
airlocks are available, the bags 
should be put in a cart with a 
heavy cloth liner, covered and 
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transported to the laundry in serv- 
ice elevators rather than in patient 
or public elevators. 

3. To minimize exposure of per- 
sonnel, it would be desirable if 
one individual took the bags of 
contaminated linen and emptied 
them directly into the wash wheel, 
adding the bags and cart liner to 
the load when they are emptied. 
Care must be taken to avoid soil- 
ing the outside of the machine and 
the worker’s clothing. 

Many laundries now use a hop- 
per and drop chute for loading 
the wash wheel. This system can 
be used satisfactorily if very good 
exhaust ventilation is provided 
over the washers. Otherwise, as 
in the case of the laundry chutes 
previously mentioned, the piston 
action of the linen in the chutes 
will result in wide dispersion of 
air-borne organisms, making pos- 
sible recontamination of freshly 
laundered linens. Also, the tend- 
ency of the worker to guide the 
laundry into the wheel or reach in 
to pack or rearrange it must be 
strongly discouraged. In any sys- 
tem, the worker should not go 
from handling soiled linens to the 
handling of clean linens without 
thoroughly washing his hands and 
changing clothing if his outer gar- 
ments have been touched or soiled. 

4. Clean linens should be trans- 
ported back to the ward or stor- 
age area in clean hampers used 
only for that purpose. 

Any system will, of course, have 
to be modified to suit local condi- 
tions. All systems, however, should 
reduce handling and establish sep- 
aration of clean and dirty opera- 
tions. 

As a final precautionary meas- 
ure against infection, a bactericidal 
rinse can be used. Work by Field 
and Weil® indicates that quater- 
nary ammonium compounds, used 
in the final rinse water, act as a 
final disinfectant, and will pro- 
vide some bacteriostatic action 
during the eventual use of the 
linen. ad 
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NOTES AND COMMENT 





Autoclaving shortens 
linen life, studies show 


Autoclaving of hospital linens, 
while imperative in some cases, 
should be avoided as a general 
practice, advises the Hospital Bu- 
reau of Standards and Supplies. 

In the April issue of Research 
News, the bureau reports that re- 
peated steam sterilizing of cotton 
fabrics, such as those used in the 
operating room, has been found to 
cause significant losses of strength 
in excess of what might be ex- 
pected from ordinary laundering. 

One series of tests is reported to 
have shown the following results: 
after 25 ordinary launderings, the 
average fabric strength loss of a 
set of samples was 9.7 per cent; in 
contrast, when a second, similar 
set of samples was laundered and 
also autoclaved (250°F. for 20 
minutes) through 25 cycles, the 
fabric strength losses had risen to 
35.1 per cent. e 
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WASHINGTON REPORT 





Labor Act Exemption Expected Be 


It now appears that. nonprofit hospital employees 
will continue to be exempt from federal unemploy- 
ment compensation regulations. Hearings on an 
amendment which would extend the wage and hour 
provisions of the Fair Labor Standards Act continued 
since early May. Sen. John F. Kennedy (D-Mass.), 
chairman of Senate Labor Subcommittee, has pro- 
posed that exemption of nonprofit hospitals having 
gross annual billings of $500,000 or over be dis- 
continued. 

The American Hospital Association wrote to Sena- 
tor Kennedy, directing his attention to the increased 
costs which the hospitals would be forced to pass on 
to the public. He advised the AHA that he will take 
into consideration the Association’s grave concern 
over the effect of the enactment of his bill. 

Sen. Russell Long (D-La.) recommended to the 
Senate an amendment that would retain the ex- 
emption of hospitals under the Fair Labor Standards 
Act. However, Senator Long urged that the amend- 
ment extend the coverage of the act and increase the 
minimum wage from $1 to $1.25 an hour. 


a 


eye, 





In recommending exclusion of hospitals in the 


amendment, Senator Long told the Senate: “In con- 
tacting a number of hospitals in my state of Louisiana, 
I have found that the inclusion of their employees 
under the provisions of this act would cause the 
operating cost of these hospitals to increase in an un- 
warranted amount, necessitating the passing along of 
this increase to the patients, many of whom are not 
in a financial position to pay the increased rate that 
would result therefrom.” 

The Senator added that he was “ 
that this sharp increase in the cost of operating these 
hospitals and the subsequent increase in the cost 
of hospitalization would result in the loss of much 
of the progress that has been made in recent years 
toward improving the health of the people of this 
country.” 


. convinced 


Committee Votes on 
Unemployment Compensation 


The House Ways and Means Committee has voted 
to continue exemption for nonprofit hospital em- 
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Curtiss-Wright Ultrasonic Cleaners take the hu- 
man element out of instrument washing. 

Now ultrasonic cleaning action reaches into 
joints, serrations, and blind holes that hand- 
scrubbing could miss. Yet the average cleaning 
cycle drops from 60 to 5 minutes with compact 
Curtiss-Wright Ultrasonic Cleaners. 

Model WB3-25H shown above features the 
largest tank capacity and an exclusive continual 
flow filtering cycle that eliminates the need to 
change detergent with each batch. Cleaning is 
accomplished without unpleasant noise. 

And, most important, a Curtiss-Wright Ultra- 
sonic Cleaner can actually pay for itself. Find 
out for yourself. Write for complete specifica- 
tions of the various models and sizes. 
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ployees in a bill that expands the federal unemploy- 
ment insurance program. Last month AHA testified 
against the extension of federal unemployment com- 
pensation benefits to nonprofit hospital employees. 
The administration had proposed bringing in 700,000 
nonprofit hospital workers under its amendment to 
the federal unemployment compensation act. 

The House Ways and Means Committee measure 
recommending exemption of hospital employees now 
goes to the House floor, where it is expected to pass 


as reported. 


Programs on Problems of Aged Move Ahead 


A group of distinguished leaders who work on 
problems affecting America’s increasing population 
of older persons will attend a special three-day 
seminar with members of the Senate’s Subcommittee 
on Problems of the Aged and Aging, appointed ealier 
this year. The seminar will follow closely the first 
national meeting of the Joint Council to Improve 
Care of the Aged, scheduled for June 12-13 in Wash- 
ington. 

Sen. Pat McNamara (D-Mich.), chairman of the 
Senate subcommittee, said these experts are being 
convened in a special meeting, June 16-18, to discuss 
all problems of the aging. The Michigan Senator ex- 
plained, ‘“‘The advice and counsel of the group was 
solicited to help guide the subcommittee’s work, 
which will include several series of hearings in 
Washington and visits to a number of cities during 
the adjournment of Congress. 

He added that participants would be divided into 
panels for discussions of various categories of subject, 
and that the hearings would be public and fully 
covered by all media of the press. 

Other members of the Senate subcommittee are 
Senators John F. Kennedy (D-Mass.), Joseph S. Clark 
(D-Pa.), Jennings Randolph (D-W.Va.), Barry Gold- 
water (R-Ariz.) and Everett Dirksen (R-II1.). 

Experts from the fields of public health and wel- 
fare, industry and labor, education, health, and in- 
surance will take part in the seminar. 


WHITE HOUSE AGING CONFERENCE 


President Eisenhower has signed into law the 
money bill which contains funds to aid states in plan- 
ning for the January 1961 White House Conference 
on the Aging. Each state may apply for up to $15,000 
to meet its administrative and other costs in develop- 
ing conference plans. However, Congress stated in its 
report on the bill that none of the funds voted should 
be used to pay travel or other expenses of delegates 
to state conferences on the aging. 


Federal Employees Health 
Insurance Unlikely 


Health insurance plans for federal workers have 
been proposed over the last ten years in Congress. 
This spring there was a feeling that this session 
would finally see a federal employees health in- 
surance bill passed by Congress. 

More than 30 days ago, Sen. Richard L. Neuberger 
(D-Ore.) concluded hearings on all aspects of federal 
employees health insurance. Since that time, the 
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Senate Civil Service Committee staff has been busy 
writing a compromise bill which will attempt to meet 
the aims of all interested groups. As of early June, 
there was no assurance that an agreed bill would be 
forthcoming from the Senate committee. Any further 
delay jeopardizes chances of passage this year. 


Medicare Outlook Given 


Official estimates on Medicare operations in the 
fiscal year starting July 1 contain several predications 
of interest to civilian hospitals. 

Brig. Gen. Floyd Wergeland, Medicare director, 
told Congress that in fiscal 1960 the daily Medicare 
dependent patient load in civilian hospitals is ex- 
pected to be about 16.4 per cent below 1958. 

He told a House Appropriations Subcommittee that 
“we secure and maintain optimum utilization of 
uniformed services medical facilities.” General 
Wergeland added, however, that restrictions imposed 
last fall on Medicare’s use of civilian hospitals and 
facilities “‘may have been severe.” 

He said that with sufficient funds, the Defense De- 
partment could, and should, reconsider the restrictions 
“with a view towards restoration of certain types of 
care.” 

General Wergeland gave the proposed relaxation 
of some restrictions as one among several reasons for 
Medicare’s fiscal 1960 budget request of $88.8 million, 
an increase of $18.6 million over the $70.2 million 
1959 authorization from Congress. 


COMPARES COSTS 


Another reason for increased funds, according to 
General Wergeland, is Medicare’s prediction that fis- 
cal 1960 will see a 5 per cent increase over the pre- 
vious year in the cost per patient day in civilian hos- 
pitals. Such costs to Medicare also rose five per cent 
from 1958 to 1959. 

Despite Medicare restrictions, civilian hospitals 
may feel the results of the rising number of depend- 
ents in the armed services. General Wergeland re- 
ported that although U.S. military strength declined 
700,000 from 1954 to 1958, this period showed an in- 
crease of some 800,000 military dependents. 


PHS Reports on Progressive Care Units 


Some 125 hospitals across the country have estab- 
lished progressive patient care units, according to the 
U.S. Public Health Service. Fifty of these units 
were created during the past 18 months. 

Only nonfederal hospitals are included in PHS 
estimates. Figures are not the results of a compre- 
hensive survey, but based merely on the best facts 
available to PHS today. More hospitals may have 
started progressive care than is known. 

PHS considers a hospital program to contain pro- 
gressive care if a self-care or intensive-care unit has 
been established. Complete progressive care, as de- 
fined by PHS, consists of intensive care, intermediate 
care, self care, long term care and home care. 

The only hospital known to have established all 
five of these units is St. John’s Hospital, St. Paul, 
Minn. St. John’s became a pioneer in progressive care 
in 1952. 
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the bill i 1S waiting—not the patient 


¢ Automatic handling of all third-party plans. 

¢ Control of supplies inventory with recordings of issues and 
receipts as they are processed. 

e All necessary information for budget control. 

e All required data for the general ledger. 


IBM RAMAC® 305 Provides Complete Control of Hospital Ac- 
counting Functions, Including Up-to-the-Minute Patient Billing 


Here is a new approach to hospital accounting—one system 
that handles all accounting and record-keeping functions. 


IBM RAMAC stores data on magnetic disks. As each transac- 
tion occurs, all affected records are posted and updated. And, 
through the RAMAC inquiry feature, hospital management 
may review any specific record. 


In addition to complete control of each phase of patient bill- 

ing, RAMAC gives you: 

¢ Immediate distribution of income and expense to any 
number of categories. 

e Complete payroll accounting. 

e Current accounts receivable. 


DATA PROCESSING 


The IBM RAMAC 305 can com- 
pletely modernize your entire 
accounting operation. Like all 
IBM Data Processing equip- 
ment, the RAMAC 305 may be © 
purchased or leased. Your local 
IBM representative will be 
pleased to give you all the facts. 
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IN NEW YORK CITY HEARINGS— 





Labor Attacks Blue Cross Plan Policies 


Outbursts of acrimonious opposition punctuated the two-day hearings 
on Blue Cross rate increases held in New York City last month. Associ- 
ated Hospital Service of New York had applied in April to the state in- 
surance department for an average 34.2 per cent increase in subscription 


charges, effective September 1. 

Thomas Thatcher, state super- 
intendent of insurance, opened the 
proceedings, then turned over 
chairmanship for both days to 
Samuel C. Cantor, his first deputy 
superintendent. 

Charles Garside, president and 
chairman of the board of the New 
York Plan, explained in detail the 
two specific parts of the Blue Cross 
petition for rate increases. The 
first part dealt with the adjust- 
ment in subscriber rates necessary 
because of the financial position 
of the plan; the second portion of 
the proposal concerned an imme- 
diate increase in the Blue Cross 
reimbursement rate to hospitals by 
more than 8 per cent. 

In arguing for the rate increase, 
Mr. Garside pointed out that the 
New York plan’s “subscription 
rates will remain the lowest in the 
country measured by the extent of 
benefits provided.” 

The case for increased payments 
to hospitals was presented by John 
V. Connorton, executive director 
of the Greater New York Hospital 
Association. Dr. Martin Steinberg, 
director, Mt. Sinai Hospital, and 
Francis Kernan, president, New 
York Hospital, also emphasized 
the need for more adequate financ- 
ing of nonprofit community hospi- 
tals. Mr. Connorton reported that 
48 of the association’s member hos- 
pitals already indicated—in sala- 
ries alone—a 12 per cent cost in- 
crease for 1959 over 1958. 

All three spokesmen backing 
the hospital reimbursement ad- 
justment stressed that additional 
funds were needed to pay better 
salaries. The New York hospital 
strike then in progress formed an 
undercurrent in the testimony pre- 
sented on the part of Blue Cross 
and by the opposition. Mr. Kernan 





of the Uniformed Sanitationmen’s 
Association Local 831, spearheaded 
the attack on the New York plan 
which followed presentation of the 
Blue Cross case. Mr. DeLury, who 
claims he represents 10,000 sub- 
scribers, criticized the plan’s board 
structure, administrative officers, 
its legal and advertising counsels. 
Mr. DeLury’s union has filed suit 
against the Blue Cross Plan based 
on “conflicting interests in the 
board.” The union claims that the 
board includes too many hospital 
trustees, and in his testimony Mr. 
DeLury said that the labor repre- 
sentatives on the current board 
were merely “window dressing”. 
In the pending suit, his union is 
asking that all 7 million subscrib- 
ers have the privilege to make 
nominations to the board. 
Another union man, Bernard 
Greenberg of the United Steel 
Workers of America, set the op- 
position theme on the second day 
of the hearings. The arguments 


presented that day followed three 
main courses: 

1. Opposition to a rate increase 
before completion of the Columbia 
University study now underway, 
which covers operations of non- 
profit hospital service plans. The 
study director has advised that 
necessary rate adjustments should 
not be delayed until the study is 
completed. 

2. Opposition to the level of ben- 
efits the plan offers. Speakers rep- 
resenting the city’s health depart- 
ment, women’s clubs and other 
organizations all stressed the ne- 
cessity for broader maternity cov- 
erage and care of newborn. Rep- 
resentatives of a mental health 
organization, the state’s joint leg- 
islative committee, and others fa- 
vored broadening of coverage to 
include nervous and mental dis- 
orders. 

3. Opposition to the way the plan 
reimburses hospitals, keeps its 
own records, and handles its ad- 
ministration expenses. 

Mr. Greenberg, speaking for 
AFL-CIO of New York State, con- 
centrated his criticism on the area 
of increased payments to hospitals 





| Hospital Receives Special Certificate 


i 


SPECIAL CERTIFICATES are being presented for the first time in 1959 by the American Hospi- 
tal Association to all hospitals who have been institutional members of the association 25 
years or longer. The Youngstown (Ohio) Hospital Association, one of AHA's oldest hospital 
members received such a certificate, issued on authorization by the association's Board of 
Trustees on recommendation of the Council on Association Services. Here, Mr. D. A. Endres, 
superintendent of the Youngstown Hospital Association (right) is presenting the AHA certificate 
to Mr. William J. Hitchcock, the hospital's president. A total of 1211 hospitals qualified this 
year for the special certificates, 71 of them in Ohio, in addition to the Youngstown hospital. 


summed up the case for hospitals 
by saying, “At the current rate of 
annual drain on our hospitals’ cap- 
ital resources, we can survive for 
only a few more years .. . possi- 
bly eight or ten.” 

John J. DeLury, president of the 
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and stressed the wage issue. “The 
time has come to see to it that any 
increase granted for wage adjust- 
ments to hospital workers is paid 
to the workers on whose behalf 
the increase is sought,” he said. 
“The superintendent must make 
certain that any increased rates 
granted for wage and salary in- 
creases are not spent for other 
purposes.” 

Mr. Greenberg insisted that a 
fuller understanding of hospital 


expenditures and utilization be 
obtained before any Blue Cross 
rate increase is allowed. But he 
agreed that some necessary rate 
adjustment may be made now if 
the following conditions are ful- 
filled: (1) A readjustment in the 
hospital reimbursement method is 
undertaken to give it “a semblance 
of reasonableness,” (2) benefits 
under the New York City Blue 
Cross plan are increased immedi- 
ately, (3) some assurance is made 


that increased Blue Cross pay- 
ments to hospitals will increase 
the wages of hospital employees. 

Harold Faggen, an insurance 
consultant, claimed the plan has 
repeatedly set up too much lia- 
bility for hospital claims payable, 
that reserves were not properly 
reflected and that the plan had 
taken unjustified “paper losses.” 

Insurance department represent- 
atives and Blue Cross staff count- 
ered Mr. Faggen’s charges. * 





Mayor’s Fact-Finding Panel Investigates 
New York Strike Issues; Walkout Continues 


The strike against six New York City hospitals by Local 1199 of the 
Retail Drug Employees Union which began early in May continued into 


June. 


The main hope for a settlement centered around the recommendations 
of a fact-finding committee appointed by New York Mayor Robert F. 


Wagner. 

On May 24, the mayor announced 
he was appointing a board of “im- 
partial and competent persons” to 
study the strike and make recom- 
mendations to him. He said the 
board would concern itself chiefly 
with “two basic principles of the 
strike.” He presented them as— 

1. “That the hospital employees 
should not strike, and 

2. “That they are entitled to an 
adequate substitute method of pre- 
senting to their employer their 





grievances, and of making pro- 
posals as to matters of wages, 
hours and working conditions.” 

Mayor Wagner’s fact-finding 
panel, headed by William H. Davis, 
consulted with representatives of 
some 40 voluntary hospitals and 
with union officials concerning the 
strike issues. 

After some investigation, the 
three-man panel suggested a for- 
mula for settling the strike. The 
formula centered around a provi- 


sion for grievance machinery. The 
fact-finding board suggested that 
two permanent mediators be pro- 
vided at each hospital. The hospi- 
tal would choose one mediator, the 
employees the other. The two men 
would have complete discretion to 
settle disputes. If agreement could 
not be reached, a third member 
from an impartial source would be 
brought in. 

The panel’s formula was received 
coolly by the hospitals. Some hos- 
pital officials pointed out that the 
workers would probably select a 
union shop steward as their repre- 
sentative. Therefore, they said, 
they feared that acceptance of the 
panel’s suggestion would in effect 
constitute union recognition. 

The hospitals, however, did not 
turn down the formula, and some 

(Continued on page 92) 





AT MIDDLE ATLANTIC ASSEMBLY— 





Seen Answer to Unionization Drive 
Sound Hospital Personnel Policies 


A standing-room-only session on hospital labor relations highlighted 
the 11th annual Middle Atlantic Hospital Assembly, May 20-22, at 


Atlantic City. 


A record crowd of more than 1200 persons turned out to hear a three- 
pronged demand for overall revision of hospital personnel policies. 


Sparked by the strike of six non- 
profit voluntary hospitals in New 
York City, three speakers asserted 
that vastly improved personnel 
policies were the only answer to 
the march of hospital unionization. 

The session was devoted to three 
speakers: Donald E. Wood, execu- 
tive director, Twin City Regional 
Hospital Council, St. Paul, Minn.; 
Emanuel Hayt, legal counsel for 
the Greater New York Hospital 
Association; and Robert J. Doolan, 
attorney of Felner & Rovins, New 
York, and former director of per- 
sonnel of Allied Stores Corp., 
there. 


TWIN CITIES UNIONIZATION 
Mr. Wood said that in the Twin 
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Cities area the pressure for union- 
ization was brought about by: (1) 
state legislation recognizing the 
union’s right to represent hospital 
employees in collective bargaining, 
(2) the fact that a bargaining 
representative became interested 
in organizing hospital employees, 
and (3) below-par standards of 
employment. 

Hayt stated that the New York 
hospitals “seem to me to be in a 
good position today” because the 
union had turned down the hospi- 
tals’ proposal offering such items 
as $l-an-hour minimum wage, 
time-and-a-half for overtime, 
grievance machinery and other 
procedures. 


“It’s going to be a tough fight to 
keep unions out of hospitals,’”’ Hayt 
said, “but I think it can be done if 
done properly and planfully.” He, 
too, called for revision of personnel 
policies. 


LONG-TERM ANSWER 


Doolan stated that “the only 
sound, long-term answer is to face 
up to the necessity of instituting 
and maintaining reasonably ade- 
quate and up-to-date conditions of 
employment.” 

He commented that he did not 
believe that a legal exemption 
from labor relations laws will 
constitute, for very long, the basis 
for avoiding union recognition 
under the condition of seriously 
sub-standard personnel policies. 

He firmly recommended that “in 
hospitals not now unionized or not 
now the subject of union organiz- 
ing activity, the emphasis should 
not be on labor relations as such, 
but rather should be on putting 
into effect the best possible person- 
nel practices that can be afforded 
or that money can be found to 
finance.” Ld 
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STRIKE 





(Continued from page 90) 


hospital representatives indicated 
it could form the basis of settle- 
ment if backed by the mayor. 


DEMONSTRATIONS CONTINUE 


In the meantime, demonstrations 
and mass picketing continued. 

New York Times reported on 
May 25 that despite court injunc- 
tions prohibiting the strike, a 
demonstration led by a clergyman 
against two hospitals “was ac- 
corded a surprising but unmis- 


takable stamp of legality: a police 
escort.” 

Worker shortage problems at the 
six struck hospitals were being 
partly solved by the hiring of new 
employees. The Greater New York 
Hospital Association reported that 
hirings were taking place at the 
rate of about 100 daily, and that by 
May 29 the hospitals had filled 
about half of the 1200 nonpro- 
fessional positions made vacant by 
the strike, according to the associ- 
ation. 

The union, on the other hand, 
extended its claim of majority to 
11 other nonprofit hospitals and 
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continued to maintain it was able 
to call additional strikes. 


PROPRIETARY HOSPITALS THREATENED 


A strike threat was also hanging 
over the city’s proprietary hospi- 
tals. Local 144 of the Hotel and 
Allied Service Employees claimed 
it represented majorities at seven 
proprietary hospitals. Three of the 
hospitals—Williamsburgh General, 
Lefferts General and Hunts Point 
—agreed to collective bargaining 
elections on June 5, according to 
New York Times. Elections at three 
other proprietary hospitals were 
expected to take place on other 
dates. 

Another labor group, the State, 
County and Municipal Employees 
Union, had also made a claim to 
representation of the employees of 
proprietary hospitals. 


LEGAL DEVELOPMENTS 


On May 25, Leon J. Davis, presi- 
dent of the striking local, and 
George Goodman, business agent 
of the union, were sentenced to 15 
days in jail and fined $250 each for 
contempt of a court injunction 
ordering a halt to the walkout at 
Jewish Hospital of Brooklyn. The 
union was also fined $250. 

An order for the arrest of the 
two union men was then signed by 
a justice of the Brooklyn court. 
Later, the two labor officials re- 
ceived a stay of their jail sentences 
pending a hearing on an appeal 
filed by union lawyers. A hearing 
on the appeal was expected in 
about a week. 

The trial of the suits for per- 
manent injunctions sought by the 
other five struck hospitals was also 
postponed. a 


Health Services Group 
Added to PHS Corps 


A new category, Health Serv- 
ices, has been added as the 11th 
professional group within the 
Commissioned Corps of the Pub- 
lic Health Service. Surgeon Gen- 
eral Leroy E. Burney announced 
the establishment of the new cat- 
egory, which will include hospital 
administrators as well as health 
educators, nutritionists, medical 
record librarians, medical social 
workers, and other related health 
field personnel. 

Members of the newly created 
Health Services category formerly 
belonged to the Sanitarian cate- 
gory, which is being retained in 
the commissioned corps to include 
professional sanitarians. . 
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United Medical Service Cuts 
Benefits for Small Groups 


United Medical Service (New 
York Blue Shield) has withdrawn 
general medical coverage, which 
provides home and office visit al- 
lowances in addition to other ben- 
efits, from small subscriber groups. 
Dr. Louis H. Bauer, plan’s board 
chairman, said in announcing this 
decision that “financial losses far 
out of proportion to the number of 
subscribers enrolled” resulted from 
such coverage. 

The small groups, consisting of 
fewer than 26 employees, are be- 
ing offered instead the Blue Shield 
surgical-medical program, cover- 
ing all general medical services 
except home and office visits. The 
plan estimates that members of 
the small groups represent about 
2 per cent of its total membership 
of over 5 million. Most of the 
groups concerned are continuing 
Blue Shield coverage under the 
surgical-medical contract. 

Pointing out that the New York 
Blue Shield would lose more than 
$2 million in 1959 if it continued 
its home and office visit benefits 
for the small groups, Dr. Bauer 
said, “This concentrated loss obvi- 
ously would be unfair to the great 
majority of subscribers and would 
have made a substantial rate in- 
crease necessary in the near fu- 
ture.” Present Blue Shield rates 
were established in 1952. . 


Maj. Gen. Heaton Appointed 
Surgeon General of Army 


Maj. Gen. Leonard D. Heaton, 
AMC, assumed the post of Sur- 
geon General of the Army on June 
1. He had received the nomination 
to this position from President 
Eisenhower last April and confir- 
mation from the Senate the same 
month. General Heaton succeeded 
Maj. Gen. Silas B. Hays, scheduled 
to retire from active duty. 

General Heaton had been Com- 
manding General of Walter Reed 
Army Medical Center since April 
1953. He performed surgery on 
President Eisenhower and then 
Secretary of State Dulles. 

In World War II, General Hea- 
ton was chief of surgical service 
at a Hawaii army hospital. 

General Heaton received the 
Legion of Merit for his work fol- 
lowing the Pearl Harbor attack. 
In 1957, he was awarded the Dis- 
tinguished Service Medal for a 
series of nationally important sur- 
gical operations. LJ 
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UPPER MIDWEST REPRESENTATIVES WARNED— 





Rising Costs Invite Government Controls 


Rising costs in the United States have brought “real danger of gov- 
ernment regulation,” one speaker told Upper Midwest hospital repre- 
sentatives in St. Paul, Minn., last month. 

Another described the Canadian system as one in which government 
pays part of the cost of hospital insurance but leaves operation of the 


hospitals to hospital people and 
as one which is working well. 
Robert M. Sigmond, executive 
director of the Hospital Council 
of Western Pennsylvania, and Dr. 
F. B. Roth, deputy commissioner 
of public health of Saskatchewan, 





spoke at a session on prepaid med- 
ical care during the Upper Mid- 
west Hospital Conference May 
13-15. 

The hospitals’ own prepaid hos- 
pital insurance, Blue Cross, is 
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threatened from one side by talk 
of government health insurance 
and on the other by private in- 
surance plans limited to preferred 
risk patients and often providing 
less protection, Mr. Sigmond said. 
He suggested hospitals might en- 
gage in a public education pro- 
gram that would point out ad- 
vantages of voluntary plans over 
government health plans and the 
wider provisions of Blue Cross 
over some other plans. 

Mr. Sigmond said studies should 
be made to insure the most effi- 
cient hospital operation. He sug- 
gested hospitals might point the 
way to a new trend by paying the 
full cost of the Blue Cross pre- 
miums for its own employees. 


SOME PLANS COMPULSORY 


Dr. Roth said the government 
participation hospital insurance 
program in Canada varies among 
provinces, but that it is a respon- 
sibility of each province with the 
federal government paying part of 
the costs and the province the re- 
mainder. In addition, voluntary 
health insurance plans are com- 
pulsory for workers in certain Ca- 
nadian industries. 

Dr. Roth said the program is 
supported by a “personal tax” 
that has never exceeded $45 per 
family per year. Additional money 
comes from a one per cent sales 
tax. 

He indicated that the program, 
started in 1947, has made people 
of the province health conscious 
and that 98 per cent of the chil- 
dren under 17 and 75 per cent of 
persons up to 40 have had polio 
vaccinations. 

He said the Canadian plan is 
one of insurance and that the au- 
tonomy of the hospitals is guaran- 
teed, with government keeping 
hands off their operation. 


INFECTION CONTROL 


Organization and operation of a 
hospital staphylococcal infection 
control program was described by 
three representatives of Jewish 
Hospital of St. Louis. 

Dr. Kenneth D. Serkes, associate 
in the division of surgery who dis- 
cussed the clinical aspects of the 
program, is chairman of the in- 
fections committee formed at the 
hospital to track down sources of 
“staph” infections. 

Remedial measures taken as a 
result of committee findings in- 
cluded shoe covers, more effective 
masks, and clean caps and gowns 
for all persons present in the op- 
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erating suite; rigid enforcement of 
established nursery procedures; 
and frequent inspection of the air 
conditioning system to be sure it 
delivered sterile air to the operat- 
ing suite. 

Halfway measures are little bet- 
ter than none at all in an infection 
control program, Dr. Serkes said. 
“Areas that are ignored are likely 
to leave the door wide open to in- 
fection.” 

David Gee, associate director in 
administration at Jewish Hospital, 
said an infection control program 
does not guarantee that infection 
will be eliminated. “All we can 
hope for is the lowering of infec- 
tion,” he said. 

In discussing the impact of the 
program on various hospital de- 
partments, he said it virtually 
“turned nurses into policemen.” 
Isolation procedures were revamp- 
ed and bedside thermometers re- 
placed community thermometers. 

In the housekeeping department, 
Mr. Gee said, procedures for ter- 
minal disinfection of rooms were 
tightened and plastic lined bags, 
to be sealed and carted away, re- 
placed former trash collection con- 
tainers. More housekeeping per- 
sonnel had to be hired to carry out 
provisions of the program, he said. 

The program also increased the 
laundry load, Mr. Gee said. There 
has been 10 per cent more pound- 
age since it started, and blankets 
and pillows are sterilized much 
more often. 


SERIOUS BUDGET PROBLEMS 


The infections control program 
produced serious budget problems, 
he said, since it called for added 
services, many more supplies and 
additional equipment. Structural 
changes in the hospital had to be 
made, and culture and sensitivity 
tests are done on patients without 
charge. He estimated the program 
added 50 cents per patient day to 
the cost of running the hospital. 

Richard Lubben, administrator 
of Bozeman (Mont.) Deaconess 
Hospital, was installed as presi- 
dent of the Upper Midwest Hospi- 
tal Conference and J. E. Robinson, 
superintendent of Children’s Hos- 
pital of Winnipeg (Manitoba), 
was named president-elect. s 


Advice Offered on Design 
Of Psychiatric Facilities 

A new consultation service for 
the planning, designing, and equip- 
ping of psychiatric facilities has 
been announced by the American 
Psychiatric Association. The fa- 
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cilities include public mental hos- 
pitals, psychiatric hospitals and 
units, mental health clinics, day 
and night hospitals, and special 
facilities for the aging. 

The consultation service is based 
on five and a half years of re- 
search conducted by the associa- 
tion in cooperation with members 
of the American Institute of Ar- 
chitects. “The dominant objec- 
tive,’ APA stated, “has been to 
teach psychiatrists to write a med- 
ical program readily understand- 
able by the architect; and to en- 
able the architect to translate this 
program into modern, functional 


designs which will give patients 
the freedom compatible with their 
illness.” 

Persons interested in the con- 


sultation service should contact 
American Psychiatric Association, 
1700 18th St., NW, Washington 
9. DL. Ld 





AT TEXAS CONVENTION— 





Economies Seen in Bed Supply Control 


Ray E. Brown, president-elect of the American College of Hospital 
Administrators and superintendent of the University of Chicago Clinics, 
told the 30th annual meeting of the Texas Hospital Association that 
sizable economies in hospital affairs can only be effected by controlling 
the over-supply of beds. If controls were necessary, he said, a system of 


franchises whereby hospitals could 
not be built without a certificate of 
public necessity would least dam- 
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age quality. The system he en- 
visioned would be similar to that 
of a bank, in which the bank was 
allowed a maximum degree of in- 
dependence after public necessity 
had been established. In this way, 
he said, someone of authority 
from outside the local community 
would take a look at why a hospi- 
tal was being built and determine 
whether or not there were sub- 
stantial reasons for it. This, he 
said, is the “fone area where signifi- 
cant savings could be made with- 
out harming quality.” 

Mr. Brown reiterated his belief 
that hospital costs are going to 
continue their rapid upward move- 
ment. He said that medical ad- 
vances were one of the reasons for 
this rise, and observed that “we 
are just in the infancy of this 
medical explosion.” 


BLUE CROSS CRITICIZED 


Blue Cross was sharply criticized 
by Anthony W. Eckert, president 
of the American College of Hospi- 
tal Administrators and director of 
the Perth Amboy General Hospital 
in New Jersey. He said that “some 
of the (prepayment) problems we 
face today are the result of a desire 
of certain Blue Cross plans to 
dominate the field and eliminate 
competition. This could only be 
done by offering a full service con- 
tract to subscribers at an attractive 
premium rate.” Hospitals sold their 
services to Blue Cross subscribers 
at a discount and charged other 
patients at a rate that was neces- 
sarily higher—and this, he said, 
was “unfair discrimination.” 

He said the various associations, 
commissions, and some Blue Cross 
authorities “throughout the coun- 
try became somewhat complacent 
and, like an ostrich in the desert, 
had their thinking heads buried in 
the dream sand—no complaints 
and all must be well attitude.”’ The 
arrival of commercial carriers on 
the health prepayment scene with 
“real competing vigor’ brought 
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about what he called “a healthy 
change for the better.’ He insisted 
that there was abuse of hospital 
services because, he said, “too of- 
ten the question ‘What does the 
patient have?’, which is asked to 
establish the admitting diagnosis, 
brings the answer ‘He has Blue 
Cross’.” 

Dr. Russell A. Nelson, president- 
elect of the American Hospital As- 
sociation and director of the Johns 
Hopkins Hospital, Baltimore, said 
that “hospitals and hospital admin- 
istrators have a responsibility to 
help solve the problems that face 
nursing resources for the future— 
a responsibility which we have not 
always fully measured up to in the 
past. 


NURSES’ ECONOMIC SECURITY 


Discussing the economic security 
program among nurses, Dr. Nelson 
said many would agree “that the 
professional nurse needs better 
economic security and nursing it- 
self would be improved if con- 
ditions changed for the better. 
However, it is regrettable that the 
leaders in. nursing these last 10 
years have felt it necessary to 
adopt organized labor tactics and 
thus, very seriously, in my view, 
jeopardize nursing as a profession. 
One wonders whether a profession 


can grow in stature and respect 
under the banner of unionism and 
whether any group in the health 
and hospital service field should 
use collective bargaining and its 
natural handmaiden, the strike, to 
achieve its end—least of all the 
professional nurse.” 


NEW OFFICERS 


Fred Higginbotham, administra- 
tor, Baptist Memorial Hospital, 
San Antonio, Texas, was named 
president-elect of the Texas Hos- 
pital Association. Sister Mary Vin- 
cent, administrator, Santa Rosa 
Hospital, San Antonio, Texas, was 
named vice president, and Albert 
H. Scheidt, administrator, Dallas 
County Hospital District, Dallas, 
was named treasurer. The incom- 
ing president is F. S. Walters Jr., 
administrator, Northwest Texas 
Hospital, Amarillo. & 


GP’s Confirm Support of 
Free Choice of Physician 


A firm position in support of 
free choice of physician was taken 
by the American Academy of 
General Practice at its annual as- 
sembly in San Francisco. The 
academy’s congress of delegates 
approved a resolution asking the 
academy to uphold free choice of 


physician as ‘‘a fundamental 
principle, incontrovertible, unal- 
terable and essential to good medi- 
cal care without qualification.” 

The resolution ensued from dis- 
cussion of the controversial prob- 
lem of closed panel systems and 
debate on the work of the Com- 
mission on Medical Care Plans of 
the American Medical Association. 

The AMA commission, after 
more than three years of study, 
had issued a report which covered 
most types of health insurance pro- 
grams and included findings re- 
garding closed panel plans. The 
report will come up for consider- 
ation at the AMA meeting in 
Atlantic City this month. 

In another resolution, bearing 
directly on the AMA commission’s 
work, the AAGP delegates urged 
the academy’s members to “pre- 
vent adoption” of parts of the 
AMA report dealing with closed 
panel practice at the association’s 
June meeting. 

The criticism of the report was 
directed mainly at its ambiguity. 
The GP’s felt, as expressed in their 
resolution, that the study ‘espouses 
the cause of the closed panel plans, 
and in the next breath admits that 
‘America has reached its medical 
greatness through private prac- 
tice,’ ” . 
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S. C. Governor Signs Indigent Bill 


all ye" 


€ 


A bill providing for a state fund to serve for payment of hospital care 
of the categorically indigent was signed into law last month by South 
Carolina Governor Ernest F. Hollings (seated). Present at the ceremony 
were (standing left to right): James R. Neely, executive director, South 
Carolina Hospital Association; Arthur B. Rivers, director, State Depart- 
ment of Public Welfare; and James E. Case, president of the state’s hos- 
pital association and administrator of Tuomey Hospital, Sumter. The law 
will become effective July 1. South Carolina is one of the states eligible 
to receive federal funds for this purpose on a 65-35 matching ratio (82-18 
for dependent children). The new law provides the necessary state 


matching funds by withholding 30 
cents per capita from that portion 
of the state income tax proceeds 
previously returned to county gov- 
ernments for operating purposes. 
Heretofore, counties had been re- 
sponsible for financing the care 
of relief cases. 


NLN Adopts Nursing School 
Accreditation Statement 


The Council of Member Agencies 
of the Department of Diploma and 
Associate Degree Programs of the 
National League for Nursing en- 
dorsed last month a modified state- 
ment on accreditation of hospital 
schools of nursing. 

The statement was developed by 
a committee of the American Hos- 
pital Association and the National 
League. 

As prepared by the joint com- 
mittee, the statement said “that 
there be a policy committee within 
the National League for Nursing 
on the accreditation of hospital 
schools consisting of 14 members 
—7 to be appointed by the Ameri- 
can Hospital Association, 7 to be 
appointed by the National League 
for Nursing.” 

As submitted by the board of 
directors of the National League 
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for Nursing to the Council of 
Member Agencies meeting in 
Philadelphia early in May, the 
statement was changed to substi- 
tute the word “advisory” for the 
word “policy.” 

The original report stated that 
the committee would “receive and 
approve reports from the Board of 
Review” of the league. The state- 
ment as endorsed by the Council 
of Member Agencies had changed 
this to read “receive for its in- 
formation reports from the Board 
of Review.” 

The statement as modified by 
the board of directors of the Na- 


tional League for Nursing was ap- 
proved overwhelmingly by the 
Council of Member Agencies. 

The statement as originally pre- 
pared by the joint committee and 
containing the word ‘‘policy’’ 
rather than “advisory” was ap- 
proved by the Board of Trustees 
of the American Hospital Associ- 
ation at its May 19 meeting. 


OFFICERS ELECTED 


New officers of NLN were elected 
at the league’s Philadelphia con- 
vention. Mrs. Lucile Petry Leone 
was chosen president. She is chief 
nurse officer and assistant surgeon 
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1. AUTOMATIC “TIMED” 
WELDING—AII joints are 
perfectly welded without 
rough uneven surfaces. 


2. DOUBLE BAKED 
MULTI-COATED 
PLASTISOL COVERING— 
Sani-Stack double bakes its 
protective multi-coating 
plastisol covering to last 
longer! Sani-Stack green 
pigment stands heat and 
high humidity better than 
any other tested. 


3. EXCLUSIVE SHELL 
CLIPS—Patented clips of 
special steel join angle 
frame to shell. Pre-formed 
grooves in the clips make a 
stronger weld possible. 


5. STRONGER—Exclusive 
*“*Sani-Stack”’ 2 in l:straight 8 
steel frame construction means 
over 2% times more strength 
and rigidity than ordinary 
rack construction. 


4. SUPERIOR PLATING— 
We built the largest plating 


department of its type in 
the east to insure perfect 


plating for our racks. 


6. EXCLUSIVE SIDE 
BRACING—Patented Sani- 
Stack braces strengthen sides, 
prevent plate rack distortion, 
take toughest handling! 


Perhaps no other equipment in your operation takes 
the punishment your dishwashing racks receive. 
They're showered with steaming water, scrubbed with 
strong detergents, pushed, pulled and slammed 
around dozens of times a day. That’s why they've got 


to be good. That’s why Sani-Stack Racks will do 


the job better for you. 


Check Sani-Stack Racks—feature for feature. See 


7. DIAGONAL BRACING— 
Diagonal, ‘‘steel bridge” 
design braces in the bottom 
of Sani-Stack absorb greater 
shock, prevent twisting or 
bending out of shape. 





why Metro Sani-Stack Racks are best for you! Write 
for literature or see your nearby Metro Sani-Stack 


dealer today! 
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general, Public Health Service. 
Other officers elected were: first 
vice president, Helen Nahm, dean 
of school of nursing, University of 
California Medical Center, San 
Francisco; second vice president, 
John S. Millis, president, Western 
Reserve University, Cleveland: 
third vice president Edna J. 
Brandt, chief, bureau of nursing, 
California State Department of 
Health, Berkeley; treasurer, Henry 
C. Mills, vice president for edu- 
cational administration, University 
of Rochester, N.Y. ® 





CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 











NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
John Muir Memorial Hospital, Walnut 
Creek. 
FLORIDA 
Cedars of Lebanon Hospital Corp., Miami 
South Florida State Hospital, Hollywood. 


lOWA 
Akron Hospital, Akron 


KANSAS 
Hospital District No. 1 of Rice County, 
Lyons 
LOUISIANA 
Caldwell Hospital & Clinic, Columbia. 
MAINE 
Stephens Memorial Hospital Association, 
orway. 
MARYLAND 
Western Maryland State Hospital, Hagers- 
town. 
MINNESOTA 
Booth Memorial Hospital, St. Paul 
MISSOURI 
Noll Memorial Hospital, Bethany 
Health and Welfare Council, Health and 
Hospital Division, St. Louis 
NEBRASKA 
Nebraska State Department of Health, 


Lincoln. 
OREGON 
Gresham General Hospital, Inc., Gresham 
SOUTH DAKOTA 
Mobridge Community Hospital, Mobridge 


TEXAS 
Northwest Hospital and Clinic, Fort Worth. 
Medical Center Hospital, Garland. 
WASHINGTON 
Quincy Valley Hospital, Quincy. 
MEXICO 
Asociacion Mexicana De La Cruz Roja, 
Mexico, 


NEW PERSONAL MEMBERS 


Barbosa, Flavio Guimaraes—arch.— Rio de 
Janeiro, Brazil. 

Becker, Henrietta—dir., dept. of diet.— 
Barnes Hospital—St. uis. 

Bloom, Herbert J.—chief, div. of dental & 
oral surg.—Sinai Hospital—Detroit. 

Boutsikaris, Betty—chief diet.—St. Barna- 
bas Medical Center—Newark, N.J. 

Brock, Ist Lt. Carroll W., USAF, MSC— 
patient sqdn. cmdr.—USAR Hospital— 
Eglin AFB—Valparaiso, Fla. 

Brown, Frank W.—adm.—Edgewater Hos- 
pital—Chicago. 

Brownlee, Mary—chief, occupational ther- 
apy—Veterans Administration Center— 
Shreveport, La. 

Cleves, Alfonso—arch. in chg.—Ministerio 
+ WA Salud Publica—Bogota, Colombia, 


Coryell, S. M.—chief engr.—Arkansas Bap- 
tist Hospital—Little Rock, Ark. 

Christie, arold P.—chief main. supv.— 
+= em (Ont., Canada) General Hos- 
ital. 

De Marce, Joan—in-serv. educ. coor.— 
Charles T. Miller Hospital—St. Paul. 
Deyoe, Warner S.—sr. buyer & off. mgr.— 
New York University—Bellevue Medical 

Center—New York. 

Duxbury, Ruth L.—night supv.—Lake For- 
est (Ill.) Hospital. 

Emrich, Richard A.—asst. adm.—Edgewater 
Hospital—Chicago. 
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CAN BE USED 
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NEW MOUNTING SET 
SERVES SAME PURPOSE 
AS BUILT-IN BRACKETS 


BOLT 
™ SLEEVE 


Mounting set shown at left, 
easy to install on all types of bed 
posts, permits telescoping H-130 
Side Rail to be used on all 
standard-type hospital beds — 
provides rigid 4-point suspen- 
sion for side rail posts. Side rail 
is adjustable in iength from 78” 
to 87”, and is unequalled for 
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both full-side and half-side pro- 
tection. Mounting set or side 
rail can be purchased separately. 
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capital funds you need,you must have com- 
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your next fund raising campaign an out- 
standing success. There’s no cost, no obli- 
gation; it’s your first step to a bigger and 
better hospital. Choose National .. .“for in- 
spiration to greater giving.” But don’t wait 
...do it today! 


There’s a National office near you for 
close personal attention to your needs. 
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ALLIS-CHALMERS 
G-226 Gas or Gasoline Fuel 35-kw, 3-phase, AC 


Economical to Own — Compare the new Allis- 
Chalmers G-226 on any basis you choose — low invested 
cost per kilowatt, high economy per kilowatt produced, 
low maintenance and long engine life. You'll quickly see 
the difference. 


Easy to Install — Just move it in, connect the load 
and start it up. Engine, generator and switchboard are 
one complete, integral unit only 68 x 25 x 37 inches over- 
all, on its own steel-runner base. 


Simple to Service this tractor-rugged engine. Even 
when a complete overhaul becomes necessary, its “wet” 
cylinder liners are quickly replaced — low cost, too. 
There’s a source of original Allis-Chalmers parts nearby. 

Let your Allis-Chalmers dealer show you this new 
economy-size power package. See how nicely it fits into 
your plans and your budget. Send for Bulletin BU-412. 


Allis-Chalmers, Milwaukee 1, Wisconsin. 06-324 


ALLIS-CHALMERS 


POWER FOR A GROWING WORLD 
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Picks up even 
a whisper! 


“PRIVATE 
NURSE" 


CARE... 
without increasing 
staff! 


That's the kind of service Auth 
VOKALCALL makes possible. This 
fine audio-visual nurses’ call system 
provides instant two-way voice 
communication between patient and 
nurse. It is so sensitive it even picks 
up whispers. 


With VOKALCALL the nurse can an- 
swer calls and talk directly to patients 
without leaving her station; she can 
cancel all signals and ‘“‘listen in” to 
each room from her location. The 
Auth VOKALCALL helps her take care 
of more patients, saves her foot- 
steps, and improves her morale. 


Insist upon Auth VOKALCALL for your 
hospital. Visual (only) nurses’ call 
systems also available. 


For more information on 
Auth Electrical Signaling 
Systems for hospitals 
mail coupon now! 
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AUTH 
ELECTRIC COMPANY, INC. 
Dept. H-6 34-20 45th St. 
Long Island City 1, N. Y. 


Please send booklet on nurses’ call systems 
(1 Audio-Visual (VOKALCALL) 
( Visual Only (without voice) 
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Fetherston, John M.—supv. engr. of engr. 
and maint. Massachusetts General Hospi- 
tal—Boston. 

Funk, Harold R.—asst. dir—Akron (Ohio) 
City Hospital. 

Govier, Oren W.—staff consult.—James A. 
Hamilton Associates—Minneapolis. 

Hutson, James T.—pers. dir.—Cleveland 
(Ohio) Clinic Foundation. 

Humbles, David—main. engr.—Marion 
(Ind.) General Hospital. 
Humston, Norah E.—consult., adult health 
serv.—Los Angeles (Calif.) City Health 

Department. 

King, Robert L.—arch. and planning con- 
sult.—International Cooperation Admin- 
istration—Division of Health, Welfare & 
Housing—Washington, D.C. 

caer George R.—exec. engr.—Paterson 

J.) Gantrel Hospital. 

LaValle, Louis J.—chief engr.—Beverly 
Community Hospital—Montebello, Calif. 

LeCates, N. Burton—chief engr.—Lankenau 
Hospital—Philadelphia. 

LeDuc, Capt. Robert W., USAF, MSC—stu- 
dent in hosp. adm. —Emory University— 
Atlanta 

Leonard, Catherine A.—purch. . ‘oo 
Elizabeth Hospital—Elizabeth, N.J 

Lewis, Harry E.—student in hosp. adm.— 
Northwestern University—Chicago. 

Lorenz, Eleanor L.—dir., mrsg. serv.— 
Mount Zion Hospital and Medical Center 
—San Francisco. 

Luebs, John W.—student in hosp. adm.— 
University of Minnesota—Minneapolis. 
MacKillop, Mrs. Mew Ung C.—chief diet.— 
U.S. Public Health Service Hospital— 

Fort Worth. 

Maggard, Marshal G.—student in hosp. 
adm —Washington University—St. Louis. 

Maguire, Lt. Cmdr. Eleanor J., NC, USN, 
—in-serv. educ. coor.—U.S. Naval Hospi- 
tal—Great Lakes, IIl. 

Martin, Elizabeth S.—dir. of nrsg. serv. & 
educ. Evangelical Deaconess Hospital— 
Detroit. 

Mash, Joseph—staff physical therapist— 
Lister General Hospital—Detroit. 

McCormick Rev. John E.—adm. asst.— 
i aca Deaconess Hospital—Cleve- 
and. 

McCulloch, Clarice—chief diet—Elizabeth 
Steel Magee Hospital—Pittsburgh. 

McShane, William J.—adm.—Rockaway 
Beach (N.Y.) Hospital and Dispensary. 

Millar, Robert C.—adm.—Presbyterian Hos- 
vital in Philadelphia (Pa.). 

Mitchell, Edna V.—chief, nrsg. serv.—Vet- 
erans Administration Hospital—Dear- 
born, Mich. 

Moore, Ray L.—chief engr.—St. Luke Hos- 
pital—Pasadena, Calif. 

Mootz, Bradv Lee—dir. of city hosps.—Citv 
Memorial Hosvital—-Winston Salem, N.C. 

Morris, Eugene D.—adm.—Edward Hospital 
—Naperville. III. 

Mufson, Harold C.—asst. adm.—Long Is- 
as Jewish Hospital—New Hyde Park, 


O’Neill, Terry J.—legal counsel—Colorado 
Hospital Association—Denver. 

Ponder, Harry L.—maint. supt.—St. Vin- 
cent Infirmary—Little Rock, Ark. 

Ratelle, Lansing E.—chief, reestr. div.— 
Veterans Administration Hospital—San 
Fernando, Calif. 

Raughley, Morgan—asst. adm.—Hahne- 
mann Medical College and Hospital of 
Philadelnhia (Pa.). 

Ravman, Warren S.—int. auditor—Maumee 
Vallev Hosvital—Toledo, Ohio. 

Read, Mrs. Norman—vast aux. pres.—Uni- 
versity of Virginia Hospital—Charlottes- 
ville, Va. 

Roach, Paul B.—asst. adm.. vers. & safety 
—Hamot Hospital—Erie, Pa. 

Roberto, Edward A.—asst. adm.—Memorial 
Hospital—Monongahela, Pa. 

Rodkin, Albert L.—const. coor—New York 
(N.Y.) Hospital. 

Rouse, James W.—engr.—Olean 
General Hospital. 

Schnabel, Sarah E., R.N.—dir. nrsg. serv. 
—San Antonio (Tex.) State Hospital. 
Schult, Dorothy E.—asst. adm.—Southwest 

Community Hospital—Berea, Ohio. 

Scotten, Ernest H.—supv. engr.—St. Clare’s 
Hospital—New York. 

Shapiro, Irwin—student of hosp adm.— 
Columbia University—New York. 

Sharpe, Edythe W., R.N.—dir. nrsg. serv. 
—Oakland (Calif.) Hospital. 

Sister Germaine Michaud R.H.S.J., R.N.— 
o.r. supv.—Hotel Dieu of Montreal (Que., 
Canada). 

Slen, Mark—asst. adm.—Parkview Memo- 
rial Hospital—Fort Wayne, Ind. 

Strawbridge, John E.—asst. adm.—River- 
side Hospital—Toledo, Ohio. 

Taylor, Jean W.—chief, nrsg. serv.—Vet- 
erans Administration Center—Wichita, 
Kans. 

Tudor, Virgil G.—student in hosp. adm.— 
Tulane University School of Public 
Health—New Orleans. 


(N.Y) 


West, Floyd M.—chief 
(N.Y.) Hospital. 

Wimmer, John Q.—student in hosp. adm.— 
Cornell University—Ithaca, N.Y. 

Wolf, Capt. Leona Rae, ANC—asst. head 
nrs.—U. -_ Army Hospital—Fort Leonard 
Wood, 

Zubeck, i. J.—bidg. supt.—St. 
Hospital—Kansas City, Mo. 


engr.—Oswego 


Mary’s 


un 





Hospital association meetings 
(Continued from page 6) 


Mississippi Hospital Association, Bi- 
loxi (Hotel Buena Vista) 
Supervision, Atlanta (Henry Grady 
Hotel) 
American Association of Medical Rec- 
ord Librarians, Minneapolis (Radisson 
Hotel) 
Indiana Hospital Association, Indian- 
apolis (Student Union Building) 
Vermont Hospital Association, Mont- 
pelier 
Saskatchewan Hospital Association, 
Saskatoon (Bessborough Hotel) 
Nebraska Hospital Association, Lin- 
coln (Cornhusker Hotel) 
Wyoming Hospital Association 
American Occupational Therapy As- 
sociation, Chicago (Morrison Hotel) 
Idaho Hospital Association, Boise 
(Elks Lodge) 
Oregon Association of 
Coos Bay 

2 Staffing Departments of Nursing, 
Minneapolis (Radisson Hotel) 
American Public Health Association, 
Atlantic City (Convention Hall) 
North Dakota Hospital Association, 
Minot 
South Dakota Hospital Association, 
Yankton 
British Columbia Hospital Associa- 
tion, Vancouver (Vancouver Hotel) 
California Hospital Association, Yo- 
semite (Ahwahnee Hotel) 
Washington State Hospital Associa- 
tion, Yakima (Chinook Hotel) 
Maryland-District of Columbia-Dela- 
ware Hospital Association, Washing- 
ton (Shoreham Hotel) 
Ontario Hospital Association, Toronto 
(Royal York Hotel) 
Associated Hospitals of Alberta, Ed 
monton (Jubilee Auditorium) 
Missouri Hospital Association, St. 
Louis (Sheraton-Jefferson) 
West Virginia Hospital Association, 
White Sulphur Springs (Greenbrier 


Hotel) 


Hospitals, 


NOVEMBER 


Association of American Medical 
Colleges, Chicago (Edgewater Beach 
Hotel) 

Hospital Engineering, Chicago (AHA 
Headquarters) 

Oklahoma Hospital Association, Tulsa 
(Mayo Hotel) 

American Association of Blood Banks, 
Chicago (Edgewater Beach Hotel) 
Basic Institute for Directors of Hospi- 
tal Volunteers, Chicago (AHA Head 
quarters) 

Physical Therapists, Houston (Rice 
Hotel) 

Kansas Hospital Associa 
City 

Virginia Hospital Association, Old 
Point Comfort (Hotel Chamberlin) 
Radiological Society of North Amer- 
ica, Chicago (Palmer House) 

Central Service Administration, Chi- 
cago (AHA Headquarters) 
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tion, Kansas 





29-Dec. 2 National Society for Crippled 
Children and Adults, Chicago 

30-Dec. 4 Dietary Department Administra- 
tion, Portland, Ore. (Multnomah Ho- 
tel) 





‘A hospital for life’ 
(Continued from page 36) 


tegrated with the exterior color 
plan in this organic approach. In 
fact, it is the mosaic mural of 
Léger on one side of the spacious 
visitors’ entrance that announces 
the color key for the entire hospi- 
tal. Interestingly, Léger’s palette 
was given to the painting contrac- 
tor to assure that the colors would 
be duplicated exactly. 

An illustration of the functional 
use of color on the exterior, Léger 
placed a blue facade in front of 
a red facade, even though blue is 
traditionally used to convey depth. 
This scheme endows the building 
with a feeling of plasticity and 
spontaneity without diminishing 
the over-all impression of strength. 
It is, in effect, a contrapuntal use 
of color. 


IMAGINATION AND NECESSITY 


In summary, design can only be 
successful when it evolves from 
and relates to a total philosophy. 
In this approach of analysis and 
synthesis, the building team is 
literally forced to work within 
such a discipline from the instant 
the over-all premises have been 
formed. What actually happens is 
that, related to an over-all disci- 
pline, each detail is stated in new 
dynamic terms that excite new 
solutions based on ideal objectives. 
As the work progresses, the dia- 
lectic method continuously offers 
a control over every phase of the 
project. In turn, the completed 
project is a control form of every 
function and activity that is to take 
place within it. For the first time, 
this method allows the interior 
designer as well as the architect 
and others the freedom that goes 
with unlimited imagination and 
the recognition of necessity. a 


Book reviews 
(Continued from page 72) 


would consider the book an ex- 
cellent teaching aid and guide. It 
is a reference that is very com- 


JUNE 16, 1959, VOL. 33 


pact, explicit and the information 
is readily accessible. The illustra- 
tions especially are to be com- 
mended, both to the student and 
the teacher. For example, illus- 
trations in the musculoskeletal 
system very graphically depict the 
various types of fractures. Each 
system has illustrations simple 
enough for enyone to understand 
yet complete enough to be in- 
formative and useful. The book 
would be an asset to the medical 
secretary, the technician, the rec- 
ord librarian, the nurse and is 


highly recommended for anyone 
in the hospital field. 

The book is so very complete 
that it may discourage the use of 
the dictionary by the medical rec- 
ord librarian student. Students 
learn more from looking up words 
in the dictionary, where correct 
pronunciations are also. given. 
However, this book can be firmly 
recommended as an essential ref- 
erence volume.—MARGUERITE S 
TWEDT, RRL, Director of School 
for Medical Record Librarians, 
Grant Hospital of Chicago. 
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SURGEONS’ LATEX GLOVES 


Now save time and money at the drop of a glove. Perry 


disposable surgeons’ latex gloves are priced 


low enough 


to be disposable, saving the cost of reconditioning gloves 


and the time of laundry personnel and nurses. 
ing, sorting, testing and packing for autoclaving. 


Just sterilize Perry disposable gloves in 


No more wash 


their autoclave 


package (with autociave-indicator tape). Use them with the 


full protection of new gloves* and throw them away 


White or brown latex. Full range of sizes, 


6 through 9 in- 


cluding half sizes. BIO-SORB (R) biologically absorbable dusting 


powder included. 


*Perry disposable latex gloves meet government specifications 


ZZ-G-421, Amendment 4. 
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W. A. BUSHMAN 
ASSOCIATES, Inc. 


1841 Broadway 


@ Packet of BIO-SORB (R) biolog- 
ically absorbable dusting 


@ Tear open from top after 


®@ “Scotch” brand hospital auto- 


clave tape on package. 
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PRO RE NATA 


JOHN H. HAYES 


In various parts of our country, 
committees are now formed for 
the purpose of investigating why 
hospital charges are so high and 
to try to learn how they might 
be reduced. 

No investigation is needed to 
learn why they are high. All of 
us would be happy to learn how 
they might be reduced without af- 
fecting good patient care. Hospi- 
tal people will fully cooperate, 
even though they are bound to 
be skeptical of results. 

It’s like a bad headache. After 
you have had one for a long time 
you begin to doubt that there is 
any cure for it. 

+ *. & 
They are talking of increasing 


the first class postal rate to 5 
cents, or two and a half times the 
rate of a few years ago. If this 
keeps up a lot of people will not 
be able to afford the cost of writ- 
ing home for money. 
, ee eee 
MORE GET WELL CARDS 
The neurologist’s guess as to 
cause of distress 
In your case is a bit 
topsy-turvy; 
And if he’s not blind I am sure 
he will find 
You’re not nervous; but boy! 
Are you nervy! 
 -— oF 
I hope that you get well and 
strong 
And have the chance to show 
me 
That you’re not crooked; that 
you'll pay 
The money that you owe me. 
I can’t imagine where I get such 
nasty ideas. 
ge 


Fearing cancer, a shapely young 
dancer 

Had a check-up, her questions 
to answer. 


“Can you tell me, perchance,”’ 
Asked the doc, “What you 
dance?” 
“TI can, sir; I do the can-can, sir.” 


ie a 


It is sad to note that most of 
the big advertisements for nurses 
in the nursing journals are those 
of hospitals having large schools 
of nursing. In other words, the 
big producers cannot fill their own 
ranks, due to marriage and gov- 
ernment, industry and proprietary 
hospitals offering higher salaries, 
and other inducements. 


x * * 


A columnist in the Chicago Daily 
News claims he has found out why 
there is a shortage of doctors and 
nurses. He believes there are 
enough. It’s just that they spend 
a large part of their time in the 
hospitals waiting for and riding in 
elevators. He adds, “If a hospital 
exists with adequate elevator serv- 
ice I haven’t found it.” 

He’s got somethin’ there. Hos- 
pitals should be built like ranch 
houses. 





——_HROUD Pac 


THE COMPLETE 

PACKAGE FOR 

HANDLING THE 
DECEASED 


IN THE CONVENIENT 
DISPENSER OF SIX 


Featured by these Leading... . 


HOSPITAL SUPPLY DISTRIBUTORS 
throughout the United States and Canada 


A. S. Aloe Co. 
E. F. Mahady Co. 





You’re most welcome at our Booth 2135, A.H.A. 
National Convention, N.Y.C., August 24-27. 
(Across from Auxiliary Booth) 


TYKIE TOYS 
PUTS THE ‘‘FUN’’ 
IN ‘‘FUND’”’ RAISING!! 


Physicians and Hospitals Supply Co., Inc. 
Will Ress, Inc. Ingram & Bell Ltd. (Canada) 


READY FOR IMMEDIATE USE 


7a is the time saving procedure for 
easier, cleaner and faster handling of the deceased. 


Each SHROUDPAC KIT contains — 


> @ Opaque-Hospital White-Linen 
\ Weave-Plastic Shroud Sheet 
¥\ @ Chin Strap @ Identification Tags & 
Z e Cellulose Pads @ Tie Tapes 
@ Polythelene bag for personal belongings. 


For Further Information . . . Contact Your Distributor 


PATTON HALL, INC. Serres ee re 
2265 W. ST. PAUL AVE 
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product of Petton Hall, Inc. 


e CHICAGO 47, ILLINOIS 








You'll want to see many new designs: Musical Toys, 
Bottle Holders, Laundry Bags, Hand Puppets, Soft 
Cuddly Toys. 


FOAMACHENIC 


SELL ALL YEAR ’ROUND! 
You can add $ to your funds, now! 
Send for Catalog of ‘‘50 Fund Raisers.”’ 


Dept. H-6-59 
TYKIE TOY, INC. conicr, ceorcia 


Soft Toys for 
Impulse Sales. 








HOSPITALS, J.A.H.A. 





Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





FOR SALE 


MICROFILMING CAMERA: (Recordak 
Model C) Photographs documents up to 
14” wide with reversal mechanism excel- 
lent condition. Original cost $1800. Asking 
$750. Peter E. Bulatour, 2 Llewellyn Ave- 
nue, Hawthorne, New Jersey. 








NEW ADHESIVE FOAM PADS: for cush- 

ioning eyeglasses, instruments. 36 pair box, 
2.50. Sample free. Morris Company, South- 
ridge, Mass. 


MISCELLANEOUS 


HOSPITALS WANTED: 








Investment syn- 


dicate interested purebasing proprietary 


open staff hospita Will retain present 
personnel, Unlimited cash available. All 
replies held in strict confidence. Address 
HOSPITALS, BOX J-1 


POSITIONS OPEN 


DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School of Nursing. JCAH accredited, non- 
sectarian hospital of 576 beds 4 
125 non-acutebeds) and NLN accredit 
diploma program school of 160 students. 
Prefer masters degree in administration 
or education with successful experience. 
Excellent salary, personnel pane es. 
of 110,000 located on beautiful 
rior. Write Personnel Director, St. Luke's 
ospital, Duluth 11, Minnesota. 











SUPERVISOR: Operating Room, also open- 
ings for GENERAL DUTY REGISTERED 
NURSES, 85 bed hospital, fully approved 
by Joint Commission Western Pennsyl- 
vania, situated in famous resort area, at- 
tractive salary, liberal personnel F ae x 1 
Apply to Mrs. E. Thompson, R.N., BS., 
Director of Nursing, Memorial Hospital of 
Bedford County, Bedford, Pennsylvania. 





SURGERY NURSES: must be experienced. 
Beautiful 83 bed hospital in Los Angeles 
suburb. Excellent salary and working 
conditions. 5 day week. Administrator, 
San Gabriel Valley Hospital, 115 E. Broad- 
way, San Gabriel, California. 





ASSISTANT MEDICAL RECORDS LI- 
BRARIAN: Registered—700 bed teaching 
hospital; good working conditions; 40 hr 
Week; employee benefits, salary open. Con- 
tact Personnel Director, Baylor University 
Medical Center, 3500 Gaston Avenue, Dal- 
las 10, Texas. 





Immediate need of NURSE ANESTHETIST: 

185-bed general hospital college town, 20,- 

000 population, recreational area, $600.00 a 

month. Contact H. B. Lehwald, Adminis- 

trator, St. Luke’s Hospital, Marquette, 
Michigan. 
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CLASSIFIED E R 


DIETITIANS: A.D.A. Very desirable po- 
sitions available for therapeutic supervi- 
sors in hospital division of our progressive 
Industrial Food Service Company. Forty 
hour week, two week vacation, two weeks 
sick leave, meals furnished, group hospi- 
talization insurance available. Top sala- 
ries. Responsible for complete adminis- 
tration of patient food service. School of 
Nursing. Apply Rita Bedessem, Director, 
Hospital Division, Cooper Industrial Food 
Service, Inc., 5875 North Lincoln Avenue, 
Chicago 45, Ill. 





MEDICAL RECORD LIBRARIAN: Chief 
Librarian position open due to retirement 
of librarian. Accredited private general 
hospital. Over 400 beds and bassinets. Must 
be registered by the American Association 
of Medical Record Librarians. Excellent 
working conditions; air-conditioned record 
room. Many employee benefits including a 
noncontributory pension program. Salary 
open. Apply Personnel Department, Mil- 
waukee Hospita:, 2200 West Kilbourn Ave- 
nue, Milwaukee 3 Wisconsin. 





INTENSIVE CARE UNIT NURSING EX- 
PERIENCE: GENERAL STAFF NURSES 
desiring experience in well-equipped and 
well-organized 12-bed Intensive Care Unit 
for medical and non-operative surgical pa- 
tients. Vacancies on all tours of duty. Good 
salary. Fringe benefits and five-day week. 
Nurses desiring to observe in this unit, 
welcome to do so. Inquire Personnel Of- 
fice, Harris Hospital, Fort Worth, Texas. 





TWO STAFF DIETITIANS: Capitol City’s 
largest and newest hospital (290 adult 
beds-Opened 1951). Centralized Food Serv- 
ice-Selective menu. ADA preferred. No 
teaching required. $4,000 starting salary 
range-Liberal Personnel policies. Apply: 
Director of Dietetics, Charleston Memorial 
Hospital, 3200 Noyes Ave., Charleston 4, 
West Virginia. 





A.S.C.P. REGISTERED MEDICAL TECH- 
NOLOGIST: Male or Female required im- 
mediately for an 85-bed, rural J.C.A.H. 
Approved General Hospital, situated mid- 
way between Pittsburgh and Loong pom 
famous resort area. Salary Open, Apply 
Memorial Hospital of Bedford County, Bed- 
ford, Pennsylvania, or telephone the Di- 
rector, Bedford 655. 





CLINICAL LABORATORY TECHNICIAN: 
registration not essential, but must be fully 
qualified by training and experience to 
perform all routine laboratory procedures. 
Give resume of training, experience, and 
salary requirements in first letter to Orville 
M. Pick, Adm. Sauk Prairie Memorial Hos- 
pital, Prairie du Sac, Wis. 





NURSB ANESTHETISTS: for 220 bed com- 
munity hospital. Working with rivate 
group. Two full time M.D.’s, four Nurses, 
all Agents & Techniques. Modernization 
program going on. Two and one-half hours 
from Boston & New York. Write  - 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 





ADMINISTRATOR ASSISTANT or BUSI- 
NESS MANAGER with opportunity for 
pee 50-bed general hospital near 

orth Chicago area. M.S.H.A. or equiva- 
lent qualifications necessary — none other 
considered. Salary commensurate with abil- 
ity or experience. A. Finkel, 5062 North 
Sheridan, Chicago, Illinois. 





DIETITIAN: Assistant administrative with 
some therapeutic duty. Salary open, based 
on a 40 hr. week, two weeks vacation; two 
weeks sick leave; increases with length of 
employment. Apply: Sr. M. Dominic, 
R.S.M., Administrator of Nutrition Dept., 
Mercy Hospital, Baltimore 2, Md. 





DIRECTOR OF NURSING SERVICE: for 
new five year old 115 bed general hospital. 
City of 21,000 on Mississippi River. Pent- 
house apartment available if desired. Sal- 
ary commensurate with background. Ad- 
ministrator, Muscatine General Hospital, 
Muscatine, Iowa. 





Opening for ASSISTANT DIRECTOR, 
MEDICAL RECORDS DEPARTMENT. Must 
be registered or eligible for registration. 
Modern department. Patient activity study. 
514 bed hospital. Good salary and person- 
nel policies. Write: Mr. J. M. Dunlop, Ad- 
ministrator, Bridgeport Hospital, Bridge- 





port, Conn. 





ISING 


CHIEF ENGINEER: Present Chief Engi- 
neer will retire upon completion of orien- 
tation of qualified successor. 305 bed hos- 
pital, including new 72 bed wing. Send 
qualifications to administrator, Tucson 
Medical Center, P.O. Box 6067, Tucson, 
Arizona. 


DIETITIAN: Teaching (A.D.A.); immedi- 
ate opening, 200-bed general hospital. 40- 
hour week, liberal personnel policies. Sal- 
ary commensurate with qualifications. 
Contact Miss Sutton, Chief Dietitian, Trinity 
Hospital, Minot, North Dakota. 


ASSISTANT ADMINISTRATOR: for a 360- 
bed, fully accredited general hospital in 
Pennsylvania. Send full biography, includ- 
>, all experience and education. Address 
HOSPITALS, Box J-21. 


NURSE ANESTHETISTS: (two) for 150- 
bed Chicago general hospital (expansion 
program in progress which will increase 
capacity to 315 beds). Policies liberal. Ad- 
dress HOSPITALS, Box J-25. 














ASCP registered LABORATORY TECH- 
NICIAN: Florida Hospital; 40-hour week; 
top salary. Apply to Personnel Director 
P.O. Box 1990, Daytona Beach, Florida. 


DIRECTOR OF NURSES: 61 bed hospital, 
S. Calif., New 1958, expansion to 110 beds 
by Jan. 1960. Salary open. Address HOS- 
PITALS, Box J-17. 








OUR 63rd YEAR 


© Me 


Ye 185 V.Wabash-Chicago, I. 


RAndolph 6-5682 

Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 

To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
ers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. : 


POSITIONS WANTED 


MEDICAL LABORATORY TECHNOLO- 
GISTS AND X-RAY TECHNICIANS: grad- 
uates available who are trained in theory 
and techniques and can assume full labo- 
ratory duties. Our internship program has 
helped many hospitals to obtain competent 
technicians at reasonable wages. Write 
Carnegie Institute, 4707 Euclid, Cleveland 
or 65 Anderson Street, Boston, Mass. 


ADMINISTRATOR: Young administrator, 
33, married, MHA degree, five years experi- 
ence hospitals 100-250 beds-desires assistant 
position with opportunity of diversified ex- 
perience—will consider administrator 
smaller hospital with promising situation 
and challenge. Address HOSPITALS, Box 
J-23. 


ANESTHETIST: nurse registered, adept all 
agents methods, supervisory and adminis- 
trative experience, family man desires 
economic security available * —— Ist 
Address HOSPITALS, Box J-15. 


RMERLY 




















Physician, foreign graduate, working to- 
ward MHA degree, desires position as AS- 
SISTANT ADMINISTRATOR or as AD- 
MINISTRATOR. Address HOSPITALS, Box 
J-24. 
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From O.R. to Nursery .. . from Pharmacy to 
Emergency Room... wherever sterile, distilled 
water, normal saline and irrigating solutions 
are used, this modern pour bottle is on hand. 
Functional design, convenient screw cap, and 
sure-grip finger grooves are among the basic 
reasons for its growing preference. 


These liter-size pour bottles conserve hospital 
time .. . reflect direct savings in fluid prepara- 
tion, material costs, labor costs, overhead costs. 
Control and safety factors are constant... while 
present equipment may be freed for other uses. 


Pour bottles are finding increasing use for 

irrigation and other washing and rinsing pro- 

cedures in the OPERATING ROOM ... for 

rinsing and preparation of syringes, needles 

and other I.V. equipment in CENTRAL 

SUPPLY... in the preparation of small Rx 

items in the PHARMACY... for preparation of 

specific diets in the INFANT FORMULA 

j ROOM...asa source of sterile water and saline 

Cat'No. G3 DISTILLED WATER pig for washing and rinsing in the NURSERY... 

at NURSING STATIONS. .. in the OUT- 

: PATIENT DEPARTMENT ... in the DELIV- 

Cat. No. G124_ UROLOGIC SOLUTION G % ERY ROOM... in the EMERGENCY ROOM. 

. Irrigating solution for dissolu- 

tion of urinary tract calculi j For these uses, and for re-use functions of the 

bottle itself, more and more hospitals are 
standardizing on this most versatile unit. 


Cat. No. G104_ NORMAL SALINE 


Cat. No. G134. GLYCINE 15% IN WATER 
Urologic irrigating solution. 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES ° EVANSTON, ILLINOIS 





University “icrofilae 
313 North First Street 


fan Arbor, Mich. 


in surgical, therapeutic, 
and diagnostic procedures 


specific advantages 


- rapid, smooth induction 

- evenly sustained surgical plane 
of anesthesia 

- prompt, pleasant recovery 

- relative freedom from 
laryngospasm and bronchospasm 


SURITAL 


SODIUM 
ultrashort-acting intravenous anesthetic 


Detailed information on SURITAL Sodium 
(thiamylal sodium, Parke-Davis) is avail- 
able on request. 


Tp): PARKE, DAVIS & COMPANY 
‘ Detroit 32, Michigan 
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